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HAEMOPHILIA AND COLOUR BLINDNESS 
OCCURRING IN THE SAME FAMILY 


BY 
W. J. B. RIDDELL 


GLASGOW 


THE association of haemophilia and colour blindness in one family 
is not common. The family about to be described was found as a 
result of deliberate search amongst known haemophilic families in 
the West of Scotland. Seven haemophilic pedigrees were investi- 
gated as far as practicable and the affected members were examined 
for colour defects. Ishihara’s iso-chromatic plates were used in all 
cases and the findings were confirmed by another method which 
varied according to circumstances. Stilling’s plates, the Edridge- 
Green lantern, bead, and wool tests were used as confirmatory tests. 
Introduction to the families was obtained through hospital and 
clinic records, where the diagnosis of haemophilia had been definitely 
confirmed in at least one member of the family. I am very much 
indebted to the physicians and surgeons who have permitted me to 
examine their patients and have access to their records. Only one 
pedigree was obtained from a dental clinic which was undoubted 
haemophilia. Prolonged haemorrhage following the extraction of 
teeth, without other clinical evidence, and no definite family history, 
is not uncommon in both male and female children. Eight children 
of this type were examined and no colour defects were found. Such 
cases are not true haemophilia. 
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The relevant portion of the pedigree is shown in the diagram. 

I. 1. Mrs. H., aged 52 years (1936), is a healthy working-class 
woman of small stature. She is the fourth child of a family of 
seven, three males and four females. Three brothers and two 
sisters are married and have families. None of them is a bleeder. 
Her father died when seventy and her mother when eighty-one. 
She has no knowledge of bleeders amongst her relatives. Her 
colour vision is normal. 

II. 1. T. H., aged 33 years (1936), is an unemployed hammer- 
man. He isa healthy looking man and has had no serious illness. 
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He is not a bleeder. In August, 1936, he was examined with 
Ishihara’s cards with the following result. 12.5.6.2.21.-.-.-.-. 
5.2.--.--. This indicates red-green blindness. Unfortunately 
rf this man would not agree to more detailed examination. Several 
/ attempts were made to get his co-operation without success. When 
examined in August he informed me that he had no difficulty in 
i reading coloured numbers, which he had seen before when examined 
for service purposes. This point was inquired into through official 
channels and the following information was obtained. He was 
if examined in July, 1930, with Ishihara’s test with the following 
| result. 12.3.5.2.21.-.-.-.-.5.2.--.--. With the lamp, green 
| after signal green was called white. Yellow after red was called 
white. Both with a number three aperture. His central vision and 
fundi were normal. 
This man is not a bleeder, but is a colour defective person. He 
is married and has one daughter aged 7 years—III. 1. 
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II. 2. This woman is a married daughter, aged 29 years (1936). 
She lives in Canada and has one daughter—III. 2. 

II. 3. This boy was a bleeder and died when four years old. 

Il. 4. This boy was a bleeder and died when three months old. 

II. 5. J. H. was also a bleeder and was brought up with great 
difficulty owing to frequent disabling haemorrhages. He died aged 
21 years. Photographs of this member of the family showed a well- 
developed healthy looking youth. 

II. 6. H.M.isa healthy girl of 18 years. She has never shown 
any tendency to bruising or of bleedings into joints. 

II. 7. RK. H. is 12 years old (1936). He has bruised easily and 
has had swellings of his joints ever since he was born. On one 
occasion. he lost blood for a fortnight following upon a tooth 
extraction. He has been in hospital on two occasions and has 
required blood transfusion. Two years ago he was struck on the 
left wrist by a cricket ball. This injury was followed by haemorrhage 
into the joints and anaesthesia of the fingers. He subsequently 
burned his fingers. The tips of three of them became gangrenous 
and were lost. He is a well-nourished and healthy looking boy and 
is normally developed for his age. His education has been handi- 
capped severely owing to his frequent absence from school. 

In August, 1936, he was examined with Ishihara’s cards with the 
following result. 12.-.-.2.21.-.-.-.-.5.2.--.--. This test 
was repeated in October, 1936, when the answers given were the 
same. The defect was confirmed by means of Stilling’s plates 
(nineteenth edition, 1936, Leipzig). In this series he read Nos. 1, 
2, 7,9, 24 and 31 correctly. In Plates 16, 18, 20, 32 and 33 he 
read one figure correctly and the other incorrectly (these plates 
consist of two numerals). He was unable to see any figures on 
Plates 3, 4, 5, 6, 8, 10,11, 12, 13, 14, 15, 17, 19, 21, 22, 23 and 34. 
Plates 25 to 30 inclusive were not used in the test. The test was 
repeated twice in good daylight. His central vision and fundi 
were normal. 

This boy is a bleeder and is colour defective. 

Haemophilia and colour blindness are both sex-linked character- 
istics. In this family there are two surviving males. Both have 
colour defects and one is a haemophilic. Three other male children 
were haemophilics and died young. The two daughters have always 
been healthy. The mother (I. 1.) came from the North of Ireland 
and has lost touch with some of her kinsfolk. No history of 
haemophilia could be obtained in preceding generations. The 
genetic significance of this family is of great interest as may be 
seen in a forthcoming paper by Julia Bell and J. B. S. Haldane, 
on “Linkage of haemophilia and colour blindness,” where it is 
discussed with other illustrative examples; it is malonteneys that 
more details are not available. 
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Throughout the investigation of the seven haemophilic pedigrees 
the possibility of congenital or developmental abnormalities in the 
eyes of members of these families was kept in mind. No such 
defects were observed with the single exception of the family above 
described. In conclusion I must express my very deep gratitude to 
Miss Julia Bell for her encouragement and assistance in the study of . 
the non-haemophilic pedigrees and in the preparation of this note. 


“ TWINCENTRIC” LENSES 


BY 
F. A. WILLIAMSON-NOBLE 


LONDON 


IN the August, 1936, number of this journal, a short article was 


_ published describing a type of bifocal lens in which the optical 


centres of the distance and reading portions were made to coincide, 
thus eliminating any vertical ‘‘ jump ”’ when the direction of gaze 
was shifted from the upper to the lower portion of the lens. The 


~ same effect is produced even if the centres do not coincide, pro- 


vided they are on the same horizontal level. It is therefore possible 
to make a bifocal lens with the centre of the reading portion dis- 
placed inwards to the correct amount without producing ‘‘ jump.” 

There are two practical methods of obtaining this result. The 
first is applicable to a solid bifocal and consists in grinding the 
lower segment so that its optical centre is on the same level as that 
of the distance portion. ‘This works quite well, but has the dis- 
advantage of producing a conspicuous reading segment, the upper 


‘‘ TWINCENTRE”"’ BIFOCAL LENS 
Fic. 1. 


The sectional view on the left shows the ridge of glass which forms 
the upper border of the lower segment. 
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border of which is clearly visible and may annoy the wearer. The 
appearance of this lens is similar to that of Fig. 1, there being 
two optical centres side by side. 

The second method is applicable to a fused bifocal and consists 
in fusing a lower segment of higher refractive index, so made that 
its optical centre is at the same level as that of the distance portion 
and displaced inwards to allow for convergence. (Fig. 2). 

This method has the disadvantage of producing some chromatic 
aberration in the reading segment, so that a white object when 
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A Fused ‘'Twincentre’’ Lens. The fused segment is so made that 
the optical centre of the reading portion is at its top. (In the 
position of the dotted line.) 

B Ordinary type of fused bifocal. The centre of the distance portion 
is at a, of the reading portion at b. 


viewed through it appears to have a yellow upper border and a 
blue lower border. The effect is apparent only in bright light 
however, and is practically abolished by making up the lens in a 
slight tint about equivalent in density to Soft-lite A. Such a lens 
has a relatively invisible lower segment and the slight chromatic 
aberration produced is very soon unnoticed by the wearer. In 
practice it is remarkably comfortable to wear and can be used for 
games such as squash rackets and tennis without one’s being 
conscious of wearing a bifocal. 

I am much indebted to Messrs. Theodore Hamblin for the time 
and trouble they have taken over the making of this lens. By 
virtue of its possessing two centres side by side, it is designated as 
Twincentric.”’ 
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THE DEVELOPMENT OF MODERN METHODS 
OF ESTIMATING REFRACTION* 


BY 
W. B. E. McCrea, M.B., B.Cu., D.O.M.S. 


DUBLIN 


THE use of lenses for the correction of refractive errors is of great 
antiquity, but it is only within the last hundred years that any 
real progress towards the exact correction of ametropia, can be 
said to have taken place. The honour of having made the first 
pair of lenses is possibly to be given to China. Bleached horn 
seems to have been the material chiefly in use there. Nero is said 


‘to have used a precious stone to watch the games in the Circus. 


Marco Polo, travelling in China in 1270, says that he saw lenses, 
ground from quartz or semi-precious stones, being used as an aid 
to sight. So much for tradition, let us betake ourselves to firmer 
ground. 

In 1276, Roger Bacon referred to the possibility of the use of 
lenses by those who are old and have weak sight. Alessandro 
Spina, a Dominican friar of Florence, who died in 1313, is usually 
given credit for the invention of spectacles, though a rival, Salvino 
D’ Armato, may be the correct claimant to the honour. His tomb 
is in the church of St. Maria Maggiore and the Epitaph runs thus : 
‘* Here lies Salvino D’Armato of the Armati of Florence, Inventor 
of Spectacles, God pardon him his sins. A.D. 1317.” 

The first reference to spectacles in medical literature appears to 
be in a work, entitled ‘‘ Lilium Medicinae’’ by Bernard de 
Gordon, who was a teacher of medicine at Montpellier about the 
end of the 13th century. The first printed edition was published 
at Lyons in 1474. The casual manner in which they are men- 
tioned, suggests that they had been known for some time. At the 
marriage of the Duchess Juta of Austria to Count Louis of 
Oettingen at Vienna in 1319 one of the guests created considerable 
excitement by wearing a pair of spectacles which he had received 
from Salvino D’Armato. The printing of books in very large 
type during the latter part of the fifteenth and early part of the 
sixteenth centuries was done expressly for the benefit of readers 
with hypermetropia—from which apparently a large number of the 
learned men of that period suffered. As late as 1572, Augustus, 
Elector of Saxony, desiring to possess a pair of spectacles, des- 
patched a special messenger, first to Leipzig and then to Augs- 
burg, with orders to get them at the annual fair. Being unsuccess- 
ful, in the summer of 1574 he was sent on to Venice; but on arrival 


* Read at meeting, Junior Ophthalmological Club, October 14, 1936. 
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there he was told that no glasses would be ground before October. 
Consequently he had to wait on until the optician had them 
ready. The charge for these was 50 thalers, equivalent to about 
£50 today. 

Though there are numerous references to the use of spectacles 
in the fifteenth and sixteenth centuries, the medical profession was 
strongly opposed to their use—Bartisch in 1583 wrote a chapter, 
on protecting oneself from the need of glasses, and another on 
ridding oneself of the habit of wearing them. De Saint-Yves 
described the ‘‘ three ’’ sorts of vision ‘‘ the good sight, that of 
myopes and that of presbytae ’’ and mentioned the need of spec- 
tacles—but he too, has a chapter on ‘* How to be exempted from 
the use of Spectacles.”’ 

Beer of Vienna, writing in the early years of the nineteenth 
century, attacked, what he called the rage of wearing glasses and 
the harm they do—he described them as “‘ crutches for the eyes.” 

The early lenses were made of tourmaline, beryl, quartz, and 
later of glass. The glass employed was primarily produced in 
Vienna and subsequently in Germany. , The first German frames 
were made of leather, the bridges being reinforced with fish bones. 
The first side pieces, if they may be so called, were of string. 
Metal side-pieces were next introduced. Glasses with frames of 
iron, brass and copper, were sold in London during the 18th 
century for ls. a pair; with gold frames costing from £10 to £20. 
Tinted glasses were used at the beginning of the Georgian period. 
Bifocals were the invention of Benjamin Franklin at the end ot 
the 18th century. 

James Ware, one of the leading ophthalmic surgeons of the 
early part of the 19th century, Donders says, is entitled to be des- 
cribed as the discoverer of hvpermetropia. In a paper read before 
the Royal Society in 1812, Ware made some accurate observations 
—‘‘ There are also instances of young persons who have so dis- 
proportionate a convexity of the cornea or crystalline, or of both, 
to the distance of these parts from the retina, that a glass of con- 
siderable convexity is required to enable them to see distinctly, 
not only near objects but also those that are distant; and it is 
remarkable that the same glass will enable many such persons 
to see both near and distant objects, thus proving that the defect 
in their sight, is occasioned solely by too small a convexity in one 
of the parts above mentioned and that it does not influence the 
power by which their eyes are adapted to see at distances variously 
remote. In this respect such persons differ from those who had 
the crystalline humour removed by an operation since the latter 
always require a glass to enable them to discern distant objects, 
different from that which they use to see those that are near.” 
These observations were forgotten and it was not until 1859, at a 
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meeting at Heidelberg, that the distinction between hypermetropia 
and presbyopia was placed on a clear basis by Donders. There 
was much speculation in the early part of the century as to the 
nature of asthenopia. Sir William Lawrence spoke of it as an 
affection of the retina from excessive employment of the eyes, 
while Tyrrell endeavoured to prove that it was due to congestion 
of the choroid. Another suggestion was that it was due to applica- 
tion of the eyes to near objects and in consequence some surgeons 
did tenotomies. ; 

Astigmatism had been discovered, in his own eyes, by Thomas 
Young in 1793, and later by Airy in 1827, who introduced 


_ cylindrical lenses for its correction. That it was due to a difference 


of curvature of the cornea in the two meridians, was suggested in 
1855 by Wharton Jones and Sir William Wilde. 

Among the earlier works on ophthalmology of this period, was 
that of John Cunningham Saunders dated 1816 and a ‘* Synopsis 
of Diseases of the Eye ’’ by Benjamin Travers—the second edition 
of which appeared in 1821. In neither of these is there any 
mention of refraction problems. 

Among the ophthalmic works of the third decade is that of 
William Kitchiner, M.D., entitled ‘‘ The economy of the Eyes.” 
It was published in 1826. Hints are given for the selection of 
glasses, preservation of the sight, and the fitting of spectacle 
frames. Then, curiously enough, it branches off on to the subject 
of opera glasses and the theatre. Kitchiner says forcing the eyes 
to work at night, even for a few minutes after they are tired, is 
of all the eye-spoiling acts the most mischievous—want of mercy 
in this respect has prematurely ruined the eyes of thousands. 
Loose, rhetorical statements, devoid of proofs adduced in their 
support—were dear to the heart of the worthy doctor. To judge 
from the advice of Doctor Kitchiner the mending of pens was the 
operation he dreaded most of all, when the preservation of visual 
acuity was in question; for he writes ‘‘ mending pens and all 
operations requiring the sight to be in its best condition, should 
be attended to early in the day, while the nerves are brisk and 
before the animal spirits are exhausted and the eyes are fatigued. 
Kitchiner advises that myopes shall select their own glasses and 
be content with as low a glass as possible—the visual acuity to be 
obtained being the ability to see the names on the street corners 
distinctly and to give a decided outline to objects at 40 feet. Here 
there is a curious error, for he says that near-sightedness continues 
in nearly the same degree throughout life and precisely the same 
glass continues to afford precisely the same assistance. At this 
time the best double-jointed spectacles with lenses cost £1 1s. and 
a steel frame with lenses 5s, There are several appendices to this 
volume, the first by one G. Adams, Optician, the contributor of 
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a couple of pages on the selection and use of spectacles, when 
vision is beginning to fail. The matter of the whole book is 
couched in a flamboyant, unscientific style, but is of interest to 
us, in that it indicates the way in which the ordering of glasses, 
was handed over entirely to the optician, whose opinions Kitchiner 
never tires of quoting. : 

Sir William Lawrence in his work on ‘‘ Diseases of the Eye,”’ 
published in 1833—a book which has been described by the late 
E. Treacher Collins as the best pre-ophthalmoscopic work on 
ophthalmology, devotes six pages only, out of a total of over seven 
hundred, to errors of refraction. Two conditions are recognised— 
myopia in which the rays of light converge too soon, and pres- 
byopia in which the rays are brought to a focus behind the retina. 
These errors are attributed to conditions in the transparent media. 
Lawrence speculates as to the reasons for sailors and country 
people being far-sighted, while students are myopic. He con- 
cludes that the probable reason for the smaller proportion of 
myopes in the lower classes, is the fact that they do not 
attempt to remedy the defect. The error probably may be con- 
firmed by the habitual use of concave glasses. Nevertheless, Sir 
William taught that the only method of relieving short sight, was 
by the use of concave lenses, but they were only to be worn when 
the eye required particular assistance. The patient was to be 
allowed to select his own glasses. Farsightedness and presbyopia 
were regarded as synonymous. Its onset took place as the eye 
aged, i.e., about 40 to 50 years, and thus it was not clearly demar- 
cated from hypermetropia. Convex lenses were advised for the 
condition, but only for close work. 

The position of refraction at this time on the Continent, does 
not seem to differ materially from that obtaining in the British 
Isles. 

J. August Franz, Doctor of Medicine and Surgery of the Univer- 
sity of Leipsic, was the author of a book on ophthalmology in 
1839. The title is imposing ‘‘ The Eye: A Treatise on the Art of 
Preserving This Organ in a Healthy Condition and of Improving 
the Sight ’’ to which is added ‘‘ A View of the Anatomy and 
Physiology of the Eye with Observations on its Expression as 
Indicative of the Character and Emotions of the Mind.’ Franz 
recognised myopia and presbyopia only—the former existed when 
the point of distinct visition at which very small objects could be 
seen clearly, was nearer to the eye than 15 inches—if the distance 
was greater than 20 inches presbyopia existed. His view was that 
weakness of sight in young people is much less common than is 
supposed—and when they complain of weak eyes the condition is 
either the first degree of myopia, or is the effect of a temporary 
pressure of biood towards the head and especially towards the eyes, 
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and is easily removed, when strict attention is paid to the free 
circulation of the blood. Whatever shortcomings this theory may 
have in scientific precision, they seem to be more than counter- 
balanced by its value as a method of clearing an overcrowded 
refraction department ! 

In the management of a case of myopia everything which tends 
to promote pressure of blood to the head should be avoided. 
Abstinence from heating drinks, strict attention to diet, washing 
the eyes with a cold, fresh, spring water, cold compresses to fore- 
head and eyes—not however when overheated, and stimulating 
foot baths are among the directions to the patient—truly the way 


-of myopes was hard! If anisometropia existed and one eye was 


myopic, the good eye was to be occluded and the other exercised. 
Concave lenses were not to be resorted to until absolutely neces- 
sary. Franz’s remarks on the selection of glasses are worth 
quoting : 
‘* The person desiring the aid of spectacles will always do 
‘* well to apply to an experienced and intelligent optician—- 
‘* careful trial is the only sure method of finding good glasses 
‘* perfectly adapted to the exigency of the case.”’ 

In 1840, William Mackenzie of Glasgow produced the third 
edition of his treatise on the ‘‘ Diseases of the Eye’’—a work which 
had a reputation, not only in the British Isles, but also on the 
Continent and in the United States. As with other authors of 
this period, scant attention is paid to errors of refraction. In the 
section on the treatment of conical cornea, Mackenzie quotes Sir 
John Herschel as suggesting being worthy of trial, the pro- 
curing of, at any rate temporarily, distinct vision, by applying in 
contact with the surface of the eye, some transparent animal jelly 
contained in a spherical capsule of glass: or whether an actual 
mould of the cornea might not be taken and impressed on some 


transparent medium. Mackenzie does not suggest.the use of 


glasses for the condition. Although over one hundred pages are 
devoted to the varieties and treatment of cataract, only three are 
concerned with the correction after operation, and the information 
in them is of little value.—‘‘ No cataract glasses ought to be given 
to a patient as long as his vision appears to be improving without 
them.’’—He considered, as probably incorrect, the statement that 
those who were short sighted previous to the formation of the 
cataract, can, after a successful operation, lay aside their concave 
glasses and that some may still even require minus lenses. 
Mackenzie commences the section of his treatise dealing with 
refractive errors, by defining what he calls ‘‘ the point of distinct 
vision ’*—at which objects are most clearly seen. It averages 
from 15-20 inches—whereas some eyes cannot see any object dis- 
tinctly unless it is brought nearer, viz., the myopic eye; others 
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require the object further away than the average point of distinct 
vision—viz., the presbyopic eye. He advances sound views to 
explain the two conditions—he thought the myopic eye must 
refract too much or be too long and that in the presbyopic eye 
the reverse obtained. Mackenzie attached great importance to 
rank as an aetiological factor in myopia—in the inferior stations 
of society, artificial means for correcting slight defects of this kind 
are rarely resorted to, and there is even reason to believe that in 
such people nearsightedness is not infrequently overcome by the 
increased exertions that are made by the eye to distinguish distant 
objects. When persons in the higher ranks see their discernment 
of distant objects is not correct, influenced perhaps by fashion 
more than necessity, have recourse to a concave glass—the natural 
consequence is, that their myopia in a short time becomes so 
confirmed, that the recovering of distant vision is difficult, if 
not impossible. For treatment he advises using the eyes only on 
large objects, frequent exercise out of doors, walking and riding 
into the country and travelling through new and interesting 
scenes. He utters a strict warning against the use of concave 
lenses, as being likely to aggravate the disease. For those rash 
enough to use glasses, he advises double concave lenses, with 
equal concavity on either side, or concavo-convex lenses, the peri- 
scopic lenses of Doctor Wollaston. For the selection of the lenses 
he taught that the simplest and surest plan was to try a series of 
them at an optician’s shop. Mackenzie thought that myopia 
remained stationary throughout life and therefore no change 
of glasses was necessary and hence the use of stronger lenses 
was harmful. In spite of his deep rooted prejudice he had 
a set of concave lenses numbered 1 to 12—number 1 having a 
focus of 48 inches and number 12, 2} inches. Presbyopia, or far- 
sightedness, was thought to occur suddenly and at any period of 
life but the greater number of cases were due to the changes 
occasioned by advancing years. The refractive powers of the eye 
were considered to become too feeble, or the optic axis shorter 
than natural. Among the objective signs, attributable to this 
cause, were an apparent diminution in the size of the globe, 
flattening of the cornea, shortening of the axis of the anterior 
chamber and smallness of the pupil. The onset may be in youth—- 
men of 20 sometimes cannot see to read without a glass of 6 to 8 
inches focus. 

Mackenzie observed that people who can read as well after 40 
years as before, have a little myopia. He is puzzled as to why 
patients of 80 or 90 years, long accustomed to use strong 
plus lenses, may recover reading. vision—the theories current in 
his day being: (i) decay of the adipose substance at the bottom 
of the orbit and the eye lacking its accustomed support, will be 
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brought by the pressure of the muscles into a kind of oval figure 
in which state the retina will be moved back to its proper position. 
(ii) absorption of part of the vitreous, in consequence of which the 
sides of the sclerotic are pressed inward and the axis of the eye 
proportionately lengthened. Mackenzie surmised that along with 
the diminished refraction of presbyopia, there was a loss of 
accommodative power for near objects. The use of convex lenses 
was advised for reading but not, as a general rule, for distance. 
The sudden onset of presbyopia under 40 years of age should 
make us suspect some derangement of the internal parts of the 
eye: some pressure behind the eyeball, or some disease of the 
intracranial portions of the optic apparatus. 

The case is quoted of a boy aged 8 years, who suddenly became 
presbyopic—the disease continued two weeks and was cured by 
the application of leeches to the temples and purgatives. Two 
sisters were similarly affected for six weeks. It is interesting to 
speculate as to the probable diagnosis—perhaps diphtheria is the 
most likely. Astigmatism, which is called irregular refraction, is 
mentioned. Mackenzie remarks that irregular formations of the 
cornea or of the crystalline lens, are probably much more common 
than is supposed. 

We may, I think, fairly infer that the status of the refractionist 
differed but little in France in the middle of the 19th century, 
from that in the British Isles. C. Denonvilliers and L. Gosselin 
published a treatise on eye diseases in 1855. Although it is a 
comprehensive work, some ten pages only, are given up to 
anomalies of refraction. These are divided into the usual classifica- 
tion of myopia and presbyopia. The authors’ views in general 
coincide with the customary teaching of that period, for example, 
concave glasses were to be used for myopia, but only as little as 
possible, owing to their tendency to increase this condition. They 
mention as curative treatment tenotomy of the internal and external 
recti—a procedure which had the advocacy of several prominent 
French ophthalmic surgeons but they themselves considered opera- 
tive interference too risky. 

Asthenopia is mentioned—to explain it two theories were put 
forward—the first that it was a peculiar disposition of the retina 
to become congested: the second explained it, as a painful com- 
pression of the eye, caused by contraction of the ocular muscles. 
This was thought to take place chiefly on near vision when the 
muscular contraction, caused the vitreous to press on the retina 
and thus cause pain. Denonvilliers and Gosselin seem to have 
inclined towards the retinal theory. 

A year previous to the publication of the French oculist’s work, 
Alfred Smee, surgeon to the Central London Ophthalmic Hospital, 
had embodied in book form, a series of lectures given at the 
Hospital. 
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Alteration in the axial length of the eye was the only cause 
Smee recognised for myopia and presbyopia. Far sight almost 
invariably occurs as a process of natural decay in declining years. 
The whole eye seems to shrink and the anterior chamber becomes — 
smaller and the cornea flatter. It was then held that the onset of 
presbyopia was due to absorption of the aqueous, but Smee 
considered a diminution in the power of adjustment, as he calls it, 
more common. He regarded hypermetropia as a pathological 
state, but he had seen cases where it was congenital, the power of 
adjustment being perfect. Myopia was usually congenital. He 
observed that labourers and soldiers were not short-sighted and 
that the literary-minded were affected by the condition and fell into 
the fallacy of regarding occupation, as being the cause of the 
absence or presence of myopia. Though not expressly stated, the _ 
use of spectacles for the correction of myopia, except when all 
other methods have failed, did not meet with approval. Irregular 
vision, as he calls astigmatism, exists in a few cases. It depends 
on the lens being either of incomplete figure or of its refracting 
power being abnormal in its various parts. Smee invented an 
optometer which he suggested should invariably be employed by 
the optician before supplying spectacles. 

John Whitaker Hulke, who was born in 1830, and was one of 
the surgeons at Moorfields, in some reminiscences of his youth, 
remarked ‘‘ in my earliest student days the ophthalmoscope was 
unknown and errors of refraction were so little understood that a 
small tortoise-shell case, which could easily be carried in the 
trousers pocket, containing half-a-dozen convex and concave 
oe lenses, was held to comprise a sufficient stock for every 
trial.” 

A few years ago Hasket Derby, one of America’s leading 
ophthalmic surgeons of the latter part of the 19th century, pub- 
lished a very interesting account of a visit to the clinics of von 
Graefe, Arlt and Donders in the winter of 1859. He attended the 
clinical work and ‘‘ operation ’’ course of Ferdnand Arlt of whose 
teaching and kindness he speaks most appreciatively. Refraction 
cases were comparatively rare and were seen by an assistant. Von 
Graefe’s ‘‘ Klinik ’’ at Berlin was then visited. The refraction 
work was done by Liebreich. He used the old Jaeger tests and a 
case of lenses based on the scale of the Prussian inch—the values 
_ being expressed in vulgar fractions. 

Students were taught fundus examination on a large rabbit— 
this animal seems to have been an important part of the teaching 
equipment to judge from the following story, related by Hasket 
Derby. One day the rabbit disappeared, a thief, being suspected. 
It was eventually discovered in the market place where it was 
identified by Liebreich owing to certain structural peculiarities of 
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the optic nerve head. Both von Graefe and Liebreich used the 
inverted image chiefly for fundus examination. 

We have now to consider one of the greatest of the many great 
ophthalmologists of the last century, Cornelius Donders, Professor 
of Physiology and Ophthalmology in the University of Utrecht. 
His book ‘‘ On the Accommodation and Refraction of the Eye ”’ 
appeared in 1864 in English and produced a revolution in the 
attitude of the medical profession towards the problems of refrac- 
tion. The translation was made by William D. Moore, M.D., of 
7, South Anne Street, Dublin, and in the preface is a great ack- 
nowledgement from the great Dutch scientist, of help on many 


‘doubtful points from the Rev. Samuel Haughton, Fellow of 


Trinity College. 

It is a monumental work of over six hundred pages and has been 
described by H. Friedenwald as one of the ophthalmological 
writings which deserves to be ranked as a classic. Donders con- 
siders the use of test types and recommends those of Dr. Snellen. 
He himself at first employed Jaeger test types 19 and 20 at 7 or 8 
metres, but in 1862 he printed a new set, consisting of letters only. 
The importance of having a record of the patient’s visual acuity 
is stressed. The refractive condition is to be investigated by the 
ophthalmoscope, and the power of vision is to be tested by glasses 
of known focal distance. For this a trial case was used contain- 
ing :— 

(1) Twenty-eight pairs of biconvex lenses from 2 to 100 inches 
focal distance. 

(2) Twenty-eight pairs of biconcave glasses of the same focal 
length. 

(3) Twelve prismatic glasses with refracting angles from 3° to 

(4) A frame with elastic rings in which to use the glasses. 

(5) .Some pieces of blue glass to hold before the eyes. 

(6) A glass of carmine red to be used in the case of a false 
position of one of the visual lines, to colour one of the double 
images. 

Donders was the first to explain clearly the old confusion 
between hypermetropia and presbyopia. He notes that the range 
of accommodation in persons who are habitually occupied with 
close work, is not necessarily diminished, as compared with sailors, 
agriculturalists and others whose near vision is seldom used for 
long. It is true, however, that eyes predisposed to myopia are, 
by much reading and writing, easily rendered more myopic, but 
these occupations have no influence on the range of accommoda- 
tion. As causes of a premature diminution of the range of accom- 
modation he gives glaucoma, premature old age, cataract and in 
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youth more particularly, paralysis of accommodation. Donders 
mentions the various forms of lenses which may be used to help 
the presbyope—bifocals being recommended for occupations, such 
as school teaching, office work and the like. Sir Joshua Reynolds, 
he tells us, was in the habit of using such glasses when painting 
his portraits. 

The correction of hypermetropia is well treated. He advises 
neutralising the manifest hypermetropia and about } of the latent. 
For long while the hypermetropia is still wholly facultative and 
there are no asthenopic symptoms, he does not give a correction 
for constant use, but when it has become absolute, glasses are to 
be worn. In this connection he relates the case of an Englishman, 
eminent in the scientific world-—a hypermetrope-—who told 
Donders that the minerals he was formerly able to see clearly, 
were now, in a very literal sense, stumbling blocks in his path. 
The surgeon increased his correction and shortly after, he was the 
recipient of a letter of thanks frdém the scientist. ‘‘ I cannot tell 
you how grateful I am for the new sense you have given me. I 
now see the eyes of the-handsome girls as well as when I was a> 
young soldier.’’ What better visual acuity could we, even now, 
desire for our elderly male patients ! 

He had observed the association between convergent concomit- 
ant strabismus and hypermetropia and placed the figure at 77 per 
cent. A very clear account of the accommodation—convergence 
factor in the determination of squint is given. Donders was not 
optimistic as to the possibility of curing myopia—a position from 
which we have scarcely advanced even now. He says ‘‘ the more 
our knowledge of the basis of this anomaly has been established, 
the more certainly does any expectation in that direction appear to 
be destroyed, even with respect to the future.’? He mentions, only 
to condemn, methods of treatment current in his day; pressure to 
reduce the increased convexity of the cornea which was thought to 
be the cause: paracentesis of the anterior chamber, tenotomy of 
the internal and external recti and removal of the lens. Attention is 
drawn to a special desk for children called a myopodiorthoticon by 
which the myope was kept at a long distance from his books: the 
distance being systematically increased. 

The task of the oculist resolved itself into :— 

1. The prevention of the further development of the myopia, 
by avoiding strong convergence, by interludes of rest while read- 
ing, and by the avoidance of a stooping position. 

2. The prescription of suitable glasses. 

3. Relieving the asthenopia by glasses or by tenotomy. 

4. Combating the secondary disturbances of the myopia. 

That Donders recognised the importance of astigmatism as a 
clinical entity, is shown by the fact that over one hundred pages 
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are given up to the consideration of the condition. He noted that 
a certain amount of regular astigmatism occurs in all eyes and 
considered it abnormal only if the accuracy of vision suffered per- 
ceptibly from it. The classification of astigmatism was into 
congenital and acquired and the influence of the hereditary factor 
was noted—different children born of the same parents, having the 
same kind of astigmatic error. Donders makes the observation 
that when there is a large amount of astigmatism in one eye, with 
the other emmetropic or nearly so, the upper part of the face is 
usually asymmetrical also. Slight cases of astigmatism are usually 
seen first by the ophthalmic surgeon at about 30 years of age, 
when the range of accommodation is already perceptibly dimin- 
ished. The various types of astigmatism which we now describe, 
are clearly differentiated. At first he supposed myopic astigmatism 
to be rare but later put the figure between 12 per cent. and 13 per 
cent. Of compound myopic astigmatism he had seen only a few 
cases—which is difficult to understand. In 1860 an epidemic of 
diphtheria broke out in the Netherlands. Post-diphtheritic dis- 
turbance of vision was then attributed to pathological changes in 
retinal function. Donders correctly attributed it to paralysis of 
accommodation. He records the case of a Miss D., aged 26 years, 
who consulted him on account of failure of vision for near objects. 
He found that she had dilated pupils, paresis of accommodation 
and paralysis of the soft palate. She had had an attack of inflam- 
mation of the throat five weeks previously. When seen three 
months later, accommodation had returned and the paralysis of the 
soft palate was almost gone. 

J. Z. Laurence, F.R.C.S., Surgeon to the Ophthalmic Hospital, 
Southwark, having read Donders’ papers ‘‘ On Anomalies of 
Refraction and Accommodation ”’ visited Utrecht in 1860. In the 
preface to his work ‘‘ On the Optical Defects of the Eye” pub- 
lished in 1865, Laurence expresses the hope that it may serve as 
an introduction to that book. It is far removed in knowledge and 
scientific spirit from its immediate predecessors. The sententious 
moralisings of much of the early nineteenth century ophthalmo- 
logical literature, are absent and in their room, a new outlook on 
refractive problems holds sway. He gives a good account of the 
treatment of myopia—for its measurement he employed an opto- 
meter using Jaeger No. 1 type. A warning is given against an 
over correction, whereby the patient’s accommodation is kept con- 
stantly at work and also against an under-correction, in which full 
value is not being derived ‘from the glasses. Incidentally he 
remarks on the difficulty he had of grasping at first the rationale 
of action of a concave glass in myopia, but finally arrived at the 
explanation, that a myopic eye corrected, really sees the virtual 
images of distant objects at the focal length of the lens but 
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mentally refers them to their true planes of situation. Laurence 
remarks on the dazzling effect of which patients complain, when 
wearing high concave lenses, and thought at first, it was the ocular 
side of the glass acting as a concave mirror which was at fault. 
He found that covering this side with black paper and leaving a 
small central aperture was ineffective. The dazzling was over- 
come by using a tinted lens and thus he reached the conclusion, 
that the retina was hyperaesthetic to light. Laurence ordered the 
same glasses for distance and reading for moderate degrees of 
myopia with average accommodation, but in higher degrees two 
pairs. He mentions having seen several cases of apparent myopia, 
due to a spastic state of the ciliary muscle—yielding to atropine 
and revealing under cycloplegia, emmetropia, or even hyper- 
metropia, or a lower degree of myopia. He quotes the case, from 
his practice, of a girl aged 16 years who suffered from asthenopic 
symptoms who before atropinization, said her vision was improved 
by a 24 inch concave lens and who, after atropine, required an 
18 inch convex lens. It is interesting to note that Laurence 
recognized that the refraction could be tested by means of cobalt 
blue glasses before the eyes—on looking at a candle the myopic 
eye sees the flame as a violet red, surrounded by a blue margin and 
the hypermetropic eye reddish blue surrounded by a red margin— 
evidently our duochrome test is not so modern as we might believe. 
His method of correcting hypermetropia was a matter of trial and 
error, as retinoscopy had yet to be discovered. In 166 cases of 
abnormal refraction from his practice 80 were of myopia, 86 of 
hypermetropia—figures which do not fit in with our refraction 
percentages. There is a very good account of astigmatism and 
its treatment. It is interesting to note that a complete set of 
cylindrical trial lenses was to be had at this time, 1865, manu- 
factured by Murray and Heath of Piccadilly. 

A chapter is devoted to asthenopia which is grouped under three 
causes :— 

(a) Optical defects of the eye; 
(b) Deficient power of the internal recti; 
(c) Hyperaesthesia of the retina. 

The cause of the first is most frequently hypermetropia, but any 
optical defect attended with limited power of accommodation, may 
be to blame. 

(b) Is to be detected by the screen test, when one eye will 
deviate outwards. The relative powers of the muscles are to be 
tested by means of prisms. Laurence believed weakness of the 
internal recti was mostly to be seen in myopes but he had observed 
it in several cases of hypermetropia. For these patients he 
advised an under-correction. Exercises with prisms base out he 
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considered of value. Prisms base in have no effect in curing the 
disease but rather encourage it. In spite of this view, he makes 
the significant remark that they relieve the asthenopia, by supple- 
menting the action of the internal recti. 

As a last resort tenotomy of the external recti is suggested. 

(c) Laurence considered cases of hyperaesthesia of the retina 
to be associated with a low general state of health and advised 
hygienic measures. 

Another ophthalmic surgeon who should be mentioned, is H. H. 
Walton who published the second edition of his ‘‘ Treatise on the 
Surgical diseases of the Eye ’’ in 1861. In it a tribute is paid to 
‘Doctor Jacob of Dublin and to Sir William Wilde. It is a book 
well abreast of the ophthalmological knowledge of the day on most 


points, but the information on refraction problems is meagre and’ 


disappointing. 

Conical cornea is considered and the first symptom to arouse 
attention is short sight. The ophthalmoscope was of value in 
diagnosis. Walton mentions an instrument made to improve 
vision—it consisted of two lenses—the one farther from the eye 
being convex and the nearer biconcave on the principle of tele- 
scopic spectacles. Strong concave lenses, he says, sometimes, 
especially in the early stages, give relief. He mentions that pin- 
hole apertures may be of value—either without or with a concave 
lens behind it. 

For glasses after cataract extraction a lens 2} inches focus, is 
necessary for short distances and one of 4 inches focus for distance. 
He says, ‘‘ I always admonish my patients never to wear their 
spectacles except when they are actually wanted and to use their 
eyes unassisted whenever circumstances will admit, for all out-door 
pursuits.”’ 

With J. Soelberg Wells may be said to begin modern refraction 
work as we know it. He was the author of two books on the eye— 
the earlier one ‘‘ Long, Short and Weak Sight and their Treat- 
ment by the scientific use of Spectacles ’’ was published in 1862 
and was dedicated to Sir William Bowman. The later work—his 
‘* Treatise on the Diseases of the Eye ’’ dedicated to the immortal 
Albrecht von Graefe, first saw the light of day in 1869. It went 
through three editions and was translated into German and French. 
The treatise combined the best features of British and Continental 
ophthalmology. That Wells had advanced far beyond the stage 
in which the ophthalmic surgeon sent his patient to the optician 
to choose his glasses the following extract from ‘‘ Long, Short and 
Weak Sight ”’ proves: 

‘“‘ The proper and scientific choice of spectacles is indeed of 
great importance to the public, and I have no hesitation in saying 
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that the empirical, haphazard plan of selection generally employed 
by opticians, is but too frequently attended by the worst conse- 
quences, that eyes are often ruined which might by scientific and 
skilful treatment, have been preserved for years. I would, there- 
fore, strongly recommend the adoption of the following plan which 
is largely employed on the Continent and also by several ophthal- 
mologists in England. The medical man himself selects the proper 
glass from his spectacle box (which contains concave and convex 
glasses the corresponding numbers being kept by the optician) the 
focal distance of the required glass is written on a slip of paper, 
which is taken to the optician who supplies the patient with the 
spectacles prescribed thereon. Thus are we sure that the patient 
is furnished with the proper glasses.”’ 

_ The problem of the aetiology of myopia gave him food for much 
thought, as indeed it still does us. Wells had observed that 
patients suffering from incipient cataract often became slightly 
myopic, the real explanation was then unknown, but he thought 
possibly slight swelling of the lens was responsible—quite a 
shrewd guess! Like Walton he had a device for high myopes, 
on the lines of our telescopic spectacles—consisting of a small cone 
of solid glass, the base of which was convex and the opposite 
surface concave. Presbyopia, hypermetropia and astigmatism are 
all well described. Wells mentions cases of anisometropia as 
occurring not infrequently, and the difficulty of treatment, owing 
to the difference in size of the retinal images after correction. 
Throughout the whole of the section on refraction the name of 
Donders appears frequently, giving us an idea of the extent of the 
debt of modern ophthalmology to the great Dutch scientist. 

The story of the growth of refraction need not be carried beyond 
1870. Its course since that time is familiar to everyone who 
practises the science. Following an infancy and childhood, alike 
stormy and of little repute, it had by 1870 attained, in its manhood, 
to a high place of honour which the passage of years, has served 
only to augment. Our ophthalmological ancestors, perhaps, 
wrought better than they knew, and ours is the privilege of carry- 
ing on the work, whose foundations they so truly laid. Of the 
true refractionist even now, it may be said :— 

‘* With them the seed of Wisdom did I sow, 
And with mine own hand laboured it to grow.” 
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A STUDY OF 288 PATIENTS EXAMINED WITH 
THE OPHTHALMO-EIKONOMETER* 


BY 


CONRAD BERENS, M.D. 


NEW YORK 


No doubt, all ophthalmologists have had patients whose symptoms 
were not relieved by wearing ordinary prismatic and spherical 
Jenses. Frequently, the correction of heterophoria, improvement 
in the co-ordination of the extra-ocular muscles, increased resist- 
ance to rapid fatigue of the extra- and intra-ocular neuro-muscular 
mechanism, or training which is designed to augment the flexi- 
bility between convergence, divergence, and accommodation, also 
fail to produce the desired results. The improvement of lighting 
conditions, especially protecting the eyes from glare, and the treat- 
ment of local chronic inflammatory diseases of the conjunctiva and 
eyelids are not always effective. 

If we admit that there may be cases which we cannot relieve by 
the méthods we ordinarily employ, are there other possible factors 
which may be considered? Aniseikonia is definitely known to be 
one of these factors but further scientific study is necessary before 
all the possible clinical applications can be determined, 
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Even though the general knowledge concerning aniseikonia is 
limited, is this a serious argument against its possible clinical 
value? We believe that we do not always know when and when 
not to prescribe ordinary lenses, whether or not they will be worn 
with comfort, and whether they will relieve symptoms. 

The desire to determine the clinical importance of aniseikonia 
and the value of iseikonic lenses constituted the principal reason 
for this study of 288 patients who were examined by Mr. Harold 
M. Fisher by means of the Ophthalmo-Eikonometer at the New 
York Eye and Ear Infirmary during the year 1935. 

Description of the Ophthalmo-Eikonometer.—The Ophthalmo- 
Eikonometer consists of a head rest, cells for trial lenses, and a 
dioptric system for checking the patient’s refraction. Heterophoria 
may also be measured. The screen used for comparing the ocular 
images is designed so that four lights are presented to the right 
eye, while four black dots are presented to the left eye. The dots 
and lights originate from the same point in space. A disparity in 
the apparent relative position of these lights and dots as seen by 
the patient serves to indicate the apparent relative size of the ocular 
images! 4, 

To measure the amount of difference in ocular images, adjustable 
size lenses are used. These lenses consist of a plus and minus 
lens of specific curvature and thickness, designed so that when th» 
separation between the two is varied, the magnification, caused 
by their combination, may be varied from 0 to 4 per cent. without 
introducing any appreciable refractive power. These combinations 
of lenses are of two types: (1) Overall lenses, which magnify 
equally in all meridians ; and (2) Meridional lenses which magnify 
in only one meridian at a specific axis. 

Method of Examination with the Ophthalmo-Eikonometer.— 
The following procedure is employed : (1) The refractive correction 
is placed in the trial cells of the instrument and a dioptric check 
is made in order to determine whether accommodation is balanced 
in the right and left eyes. Heterophoria and visual acuity are 
measured at this time. (2) The patient is asked to describe the 
relative position of the dots, which are seen on the screen at 20 feet. 
The size lenses are then used to measure the difference in relative 
size of the ocular images. The vertical meridian is equalized first 
by using tlie meridional magnification at axis 180 degrees. Then, 
keeping this determined amount of magnification constant, the 
amount of magnification which is required to equalize the images 
in the horizontal meridian is determined. (3) A final check is made 
to ascertain whether further changes are necessary in the amount 
of magnification. (4) This procedure is repeated at a reading 
distance of 16 inches. 
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The iseikonic prescription which is given as the result of this 
examination serves as the basis for calculating the iseikonic 
correcting lens. 

Classification of Patients According to Age and Sex.—The 
group of 288 patients who were examined for aniseikonia during 
the past year were referred to the Department of Aniseikonia of 
the New York Eye and Ear Infirmary. The patients’ ages 
ranged from 5 years to 69 years. There were 189 men, averaging 
345 years of age and 149 women of an average age of 349. The 


TABLE I 


AGE AND SEX GROUPS OF 288 PATIENTS EXAMINED WITH THE 
OPHTHALMO-EIKONOMETER 


Age Male Female 


48-2% 51:8% 


greatest number of patients was found in the pre-presbyopic 
group. Of the men 19-4 per cent. were between 35 and 39 years 
of age and of the women 16-7 per cent. were between 35 and 39 
years of age. 

In the majority of cases, careful refraction, both with and with- 
out a cycloplegic, had been performed, and in many cases correct- 
ing lenses, with and without prisms, orthoptic treatment, and 
general systemic treatment had not relieved the symptoms. 

Symptoms Complained of by the 288 Patients.—The complaints 
of the patients (Table II) who were examined by means of the 
ophthalmo-eikonometer included visual disturbances (blurred 


| 
v 
| Total 
5-9 5 5 10 
10-14 11 7 18 PI 
15-19 5 9 14 H 
20-24 11 | 16 27 Ge 
25-29 17 20 37 | 
30-34 19 | 20 39 
35-39 27 25 52 E3 
: 40-44 17 | 13 | 30 | 
45-49 9 19 28 
50-54 8 15 | 
55-59 4 2 6 
: + 60-64 2 | 4 6 
65-69 4 2 6 
Total 1 288 
100% 
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vision, diplopia, fixation difficulty, and squint), ocular discomfort, 
photophobia, headache, and general symptoms referable to the 
gastro-intestinal tract (e.g., gastric upset, nausea, vomiting and 


TABLE II 


Eye SYMPTOMS AND THE RESULTS OF ISEIKONIC CORRECTION OF 
PATIENTS EXAMINED WITH THE OPHTHALMO-EIKONOMETER 


SYMPTOMS scription | 1seikonic of 
Prescrip- Patients 
Relief | No Relief tions Worn 
Visual Disturbance 
Blurred Vision - - 12 9 18 21 57:1 
Diplopia - - - 7 1 18 8 87°5 
Fixation Difficulty 9 3 9 100:0 
Squint - - - - 2* 1 19 3 66°6 
Ocular Discomfort - - 99 35 76 134 73°8 
Photophobia - - -| 52. 26 26 78 66°6 
Headache - - - 82 31 85 113 72'5 
General Symptoms 
Gastro-Intestinal Tract 2 Ye 4 4 50°0 
Nervous System - - 12 5 6 17 70°5 
Exciting Factor 
Reading - - 51 18 26 69 
Motion Pictures - - 15 1 6 16 93°7 
Driving - - - 34 13 16 47 72353 


*Improved Fusion 


indigestion), and nervous system (e.g., nervousness, irritability, 
vertigo, ‘‘ nervous headache,”’ ‘‘ nervous stomach ”’ and general 
nerve fatigue). Indefinite symptoms of ocular discomfort aggra- 
vated by reading, viewing motion pictures and driving automobiles 
were common complaints. The largest group of patients com- 
plained of ocular discomfort and headaches, especially when read- 
ing. It is evident from a casual glance at the list of symptoms 
mentioned that none is a differentiating characteristic of a specific 
eye condition and that many of the symptoms apparently are often 
relieved by wearing ordinary lenses, prismatic lenses or tinted 
lenses. Orthoptic training, treatment of general diseases and even 
suggestion and psycho-analysis have also been effective in the 
amelioration of symptoms of this character. 

Results of Iseikonic Correction in 288 Patients.—Of 288 patients 
examined the symptoms of 55 patients were markedly relieved, 
44 patients were moderately relieved, 11 patients were slightly 
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TABLE III 
EFFECT OF ISEIKONIC CORRECTION IN RELIEVING SYMPTOMS 
| 

| 


Percentage of Cases which : 


| Number of Cases 
Were Wore Were 
| | Relieved Correction! Examined 


Iseikonic Prescription Worn -| — — 160 55°5 
Definite Relief of Symptoms-| — 110 aes 68°7 
a. Marked Relief - -| °55 _ 50°0 34°4 

b. Moderate Relief - -| 44 _ 40°0 27°5 = 


No Relief of Symptoms - 50 
No Iseikonic Prescription Worn| — — 128 
a. No Prescription Given -| — | 100 


b. Prescription Given but 
Lenses not Obtained - 


Totals - - 288 100:0% 100°0 100°0% 


| 


relieved and 50 patients experienced no relief. Some relief of 
symptoms was reported by 68-7 per cent. of the patients. Iseikonic 
lenses were prescribed for 28 patients who did not obtain them. 
Correction was not prescribed in 100 cases because of financial or 
other reasons or because aniseikonia did not exist. 

Of the 288 patients examined with the Ophthalmo-Eikonometer, 
160 (55:5 per cent.) wore iseikonic correction. The type of size 
correction prescribed in the 288 patients is tabulated in Table IV. 
Of 160 patients who wore iseikonic correction 110 (687 per cent.) 
reported complete or partial relief from symptoms (Table ITI). 

These figures compare closely with the findings in 47 of my 
private patients who had orthophoria or heterophoria. The 
majority of the patients with orthophoria and heterophoria were 
examined on the Ophthalmo-Eikonometer by Mr. Fisher but 
several were examined by Dr. Wendel Hughes, and several by 
Ames and his associates in the Department of Physiological Optics 
at the Dartmouth Medical School. Examination showed that onlv 
9 of these 47 patients had no aniseikonia or less than 1 per cent. 
of aniseikonia. Thirty-seven tests were positive and one was in- 
complete. Thirty of these patients obtained iseikonic lenses. Of 
these 30 patients, 8 apparently have been markedly benefited, 9 
report partial relief of symptoms, 7 have discarded their iseikonic 
correction and no report could be obtained in 6 cases. Of 24 cases 
who reported the results of wearing iseikonic correction 17 (708 
per cent.) apparently had definite relief of symptoms. 
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TABLE IV 


TYPE OF SIZE CORRECTION 


LENSES Relief No Relief | Not Worn 


Right Eye 

Overall - - - - 

Meridional at axis 90° - - - 

Meridional at axis 180° - 

Overall Combined with Meridional 
at axis 90° - 4 

Overall Combined with Meridional 
at axis 180° - - - - - 


Total Number with Correction in 
Right Eye - - - - - 


Left Eye 

Overall - - - - 

Meridional at axis 90° - = - 

Meridional at axis 180° - 

Overall Combined with Meridional 
at axis 90° - 

Overall Combined with Meridionat” 
at axis 180° - - - - - 


Total Number with Correction in 
Left Eye - 


Mixed 
Meridional at axis 90° in the Right 
Eye with Meridional at axis 180° 
in the Left Eye - - 
Meridional at axis 180° in the Right 
Eye with Meridional at axis 90° 
in the Left Eye - - - - 


Total - - - - 


Distance Only - - - - - 

Near only - - 

Same Correction tine Distance and 
Near - - - - 

Near Correttion Greater than dis- 
tance Prescription (distance cor- 
rection less than near) - - 

Near Correction Less than distente 
Prescription (distance correction 
greater than near )- - - - 
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17 7 9 

13 1 5 19 

9 3 2 14 

19 7 7 33 

2 5 0 7 
| 

7. 3 9 19 

9 3 3 15 

10 3 4 17 

7 1 4 12 J 

1 1 4 6 

12 7 4 23 
i 3 21 9 | 8 38 

5 2 2 ian 

48 17 ie 82 

57 21 34 112 ; 

4 3 2 9 

1 


138 Tue British JOURNAL OF OPHTHALMOLOGY 


Iseikonic correction seems to be of value in some cases with little 


or no refractive error, which is possibly illustrated in the following 
‘case : 

CasE 1.—Miss A. H., aged 16 years, was examined on January 6, 1935. She 
complained of marked ocular discomfort and fatigue with some lacrimation on 
reading. Her manifest refraction with a cycloplegic was: R.E. +0°25 cyl. x 70°= 
20/20; L.E. +0°25 cyl. x 90° = 20/20. The Ophthalmo-Eikonometer showed no 
difference in ocular images for distance vision but there was a marked difference 
for near. The right image was smaller than the left in the vertical meridian and 
larger than the left in the horizontal. The following iseikonic correction was 
prescribed for near vision; R.E. 1°00 per cent. meridional x 180°; L.E. 1°00 per 
cent. meridional X 90°. After wearing these lenses for three weeks Miss H. 
reported, on January 30, that she had experienced definite relief from her reading 
discomfort. She could now read from four to five hours without discomfort, as 
compared with ten minutes previous to wearing iseikonic lenses. However, she 
still suffered some slight eye and head pain after prolonged use of her eyes. 


In the following case, reading disability apparently was partially 
relieved by iseikonic lenses accompanied by a sudden marked 
appreciation of stereopsis in normal visual tasks : 


CasE 2.—Miss C. K., aged 20 years, appeared for examination February 4, 
1935, complaining of ocular discomfort, frontal, parietal and occipital headaches 
and dizziness from studying and viewing motion pictures. She could read only 
two or three hours at a time with great effort. Her ocular complaints were 


frequently accompanied by general fatigue and digestive disturbances. After 
refraction under a cycloplegic the following prescription was ordered: R.E. 
+0°50 cyl. X 90° = 10/15; L.E. +1°12 sph. S +1°00 cyl. x 120° = 20/20. This 
correction was prescribed in November, 1931, and had not been changed on several 
subsequent examinations. Examination with the Ophthalmo-Eikonometer showed 
a marked difference in ocular images for both distance and near vision. The right 


image was smaller than the left. The following iseikonic correction was given for 
constant wear: R.E. +050 sph > —0°50 cyl. & 175° = 3°50 per cent. overall 


> 1°50 per cent. meridional X 90°; L.E. +3'25 sph. > —1°25 cyl. X 30°. After 
wearing these lenses for one month there was no definite relief of symptoms, but 
there was marked improvement in binocular vision. Miss K. reported an appreci- 
ation of stereopsis in normal visual tasks for the first time in her life. When tested 
on the Howard six-metre stereoscope without correction, there was no depth 
perception. With iseikonic lenses, an average of five trials showed an error in 
depth perception of 24 mm. with both eyes. No change was made in the correction 
and after continuing to use these lenses for three months longer, Miss K. reported 
a very definite relief of symptoms, She was able to read and study for nine or ten 


hours aday. There was no discomfort or other complaint except occasionally in 
reading without glasses when tired. Miss K. was examined again in February, 1936, 


when she reported a partial return of symptoms. These were relieved following a 


change in the iseikonic correction to: R.E +0°50 sph. © -0'50 cyl. X 175° < 3°00 
per cent. overall > 1°00 meridional x 90° = 20/20: L.E. +3°25 sph. > — 1°50 cyl. 


X 30° = 20/20. 


Relation of Heterophoria and Ametropia to Aniseikonia.— 
Probably all of us have seen patients with high degrees of hetero- 
phoria who apparently had no ocular discomfort even though their 
fusion amplitude was not great. We have all examined patients 
with low degrees of ametropia and heterophoria who were 
apparently relieved of ocular symptoms by correcting lenses which 
we would not ordinarily prescribe. Occasionally we see patients 
with high degrees of ametropia who have no ocular discomfort 


I 
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without correcting lenses. The following case seems to illustrate 
the latter point. - 

_ Case 3.—P. J. was first seen in 1922 at 9} years of age through the courtesy of 
Dr. George E. de Schweinitz. Diagnosis: Alternating convergent strabismus wi 
spasm of the right inferior oblique. In 1923, a myectomy of the right inferior 
oblique was performed which was followed in three months by bilateral resection 
of the lateral recti and myectomy of the right inferior oblique. The following year 
a recession of the right medial rectus was performed. In 1926, he accepted the 
following correction: R.E. +2°25 sph. > +2°25 cyl. X 90° = 20/15; L.E. +2°00 
sph. © 2°00 cyl. X 90° = 20/12, In 1927, he stated that he had never worn the 
lenses which were prescribed in 1925. He used his eyes constantly and with perfect 
comfort. In September, 1927, the vision without correction was: R.E. 20/30, L.E. 


20/20. Muscle findings at 6 m. were: esophoria 34, prism divergence 34, prism 
convergence 354; at 25 cm. orthophoria, prism divergence 154, prism convergence 
504, He had good second grade binocular vision but only fair third grade binocular 


vision when tested with the ‘' E'’ series of the Wells charts. 


The same observations may be applied to aniseikonia. Ames 
has reported that some subjects can wear lenses producing a 3 per 
cent. size difference with comfort while others seem not to tolerate 
even a 15 per cent. size difference. However, some of our patients 
seem to have benefited by lenses which corrected a size difference 
of this degree (Case 4). ~ : 


Case 4 —Miss D. H., aged 26 years, was examined March 14, 1935, complaining 
of photophobia, headache and a constant eye fatigue; especial discomfort was 
caused by observing the movement of crowds of people. Refraction under homa- 
tropine on February 18 had shown: R.E. +2°50; L.E. +2°50: R.E. +0°75 sph. 
=20/15-2 ; L.E. +0°50 sph. = 20/15. Postcycloplegic acceptance was O.U. +0°37 
sph. = 20/15. She had been wearing: O.U. +0°62 sph. which slightly improved 
her ability to read. Examination with the Ophthalmo-Eikonometer showed a small 
difference in size of ocular images for both distance and near vision, the right image 


being ? per cent. smaller than the left in the vertical meridian. The following 
iseikonic correction was given for constant wear: R.E. +0°37 sph. 20°75 per cent. 
meridional X 180°; L.E. +0°37 sph. After wearing these glasses for less than 


four weeks Miss H. reported that there was a definite relief from symptoms. She 


said her headaches were ‘‘improved 75 per cent.’’ Eye pains were negligible. 
Photophobia was less marked. She felt that her eyes were appreciably more 
comfortable. Permanent correction was advised. 


A most important question is, why are some persons more sensi- 
tive than others to low degrees of ametropia, heterophoria and 
_ aniseikonia? This is one of the most puzzling questions in 
ophthalmology and we have only one answer to suggest, after 


excluding the factors mentioned above. The answer may be a 
hypersensitive nervous system which is frequently aggravated by 


a mild toxaemia, possibly. of bacterial origin. This hypersensitive- 
ness is often increased by difficult or impossible situations in the 
patient’s life in which overwork and insufficient rest and sleep 
play a part. 

It has been suggested that iseikonic lenses should not be pre- 
scribed for patients until more scientific work has been done. The 


answer to this is that laboratory work is essential but that the final 
evaluation of this or of any other clinical procedure must be 


based on the clinical tests on patients. Our patients are told that 
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the study of aniseikonia is still being pursued in the effort to 
evaluate it scientifically. Furthermore, as the work is performed 
in the New York Eye and Ear Infirmary, a moderate charge is 
_made for the complete ophthalmo-eikonometer examination which 
takes from 1} to 2 hours and includes a binocular check of the 
manifest refraction and muscle balance at 20 feet and 16 inches. 
The patients are given temporary lenses to wear for a month or 
longer before permanent lenses are ground. 

The patients are instructed to wear the lenses prescribed both 
with and without the iseikonic correction. This is easily accom- 
plished by wearing the regular correction which they have 
retained. If they are not satisfied they do not obtain a permanent 
prescription. 

There is a tendency to confuse anisometropia and aniseikonia. 
While I believe that relief of symptoms from wearing corrections 
for high degrees of anisometropia, as first suggested to me by 
Duane, may often be especially effective because of the correction 
of aniseikonia, aniseikonia also has been found in many practically 
isometropic patients (Case 5). ‘ 


CASE 5.—Mrs. R. J., aged 52 years, was given the following prescription for 
reading: +4:00 sph.; L.E. +3°75 sph. It might be supposed, from the nature of 
this correction, that, since the right eye receives the larger image, objects seen 
would appear larger than those seen by the left eye. Such does not appear to be 
the case for the size correction required was still greater magnification of the right 
image. The following iseikonic correction was worn with comfort for near vision : 
R.E. +4°00 sph. > 1°00 per cent. overall — 2°00 per cent. meridional X 90; 
L.E. +3°75 sph. 


It is evident that some patients are not relieved of asthenopia 
by any variation in treatment, including the wearing of iseikonic 
correction. The following case illustrates this point : 


CasE 6—Mr. F. W. W., aged 43 years (9/14/33). Diagnosis: Fatigue of 
accommodation without convergence fatigue; aniseikonia. Complaints: Eyes 
hurt after reading and after viewing motion pictures; sometimes pain at inner 
corners of both eyes after intense close work; muscle, left eye—‘‘ cobweb”’ effect ; 
photophobia: telephone numbers are difficult to read. Ergographic tests revealed 


fatigue of accommodation within three minutes, while convergence was not fatigued . 


within the time limit of seven minutes. This patient’s visual acuity has always 
been low and the cause has not been determined. Refraction: R.E. 1°12 sph. > 
+1°00 cyl. X125° = 20/30+2; L.E. +0°75 sph. > +1°00 cyl. X 180° = 20/50+1; 
add +1°25sph. O.U. Near point of accommodation with correction: R.E. 195/100; 
I. E. 170/700(?). Iseikonic correction for near only: R.E. +0°87 sph. > -1°00 
cyl. X 40° © 1°50 per cent. overall; L.E. +2°25 sph. > —1°00 cyl. X 75°. After 
having worn iseikonic lenses for two months, the patient was advised to discontinue 
their use because his symptoms were not relieved. He was not benefited by general 
medical treatment or by orthoptic training and he may still have aniseikonia which 
might be detected with the tipping field. 


My conclusions in this case were that the patient was over- 
working and was.nervously exhausted. I. have observed aviators 


with ocular fatigue, after the loss of all other members of their 
squadron within a few days, who were more effectively relieved 


THE OPHTHALMO-EIKONOMETER 142 


of this fatigue by rest in a warm climate than by any other 
measures (including orthoptic training) that were .administered. 
The exact determination in each case of just what means have been 
most effective in relieving symptoms seems to be almost a hopeless 
task for even though the correction of refractive errors has been 
studied for years, it is difficult to predict which case will be relieved 
of symptoms and, if improvement is noted, how great a part 
correcting lenses played in the improvement. Finally, it must be 
remembered that (fortunately for clinicians) the tendency for most 
symptoms is to diminish. 

However, iseikonic lenses apparently partially or ‘completely 
relieved symptoms in a sufficient number of these 288 patients to 
make the results more than an interesting observation. It is an 
impossible task to evaluate scientifically the result of many thera- 
peutic measures and those who believe that these patients’ 
symptoms were relieved by correcting causes other than aniseikonia 
also have an obligation to the profession, namely, to demonstrate, 
not by argument but by experiment, whether or not aniseikonia 
is important clinically. Ophthalmologists should continue to 
investigate the problem in as scientific a manner as possible in the 
hope of learning the truth in regard to the real value of aniseikonia 
as a clinical problem. 


Conclusions 


1. A study of 288 patients reveals no apparent significance 
in the age or sex of the patients for whom iseikonic lenses were 
prescribed. However, the percentage of females was slightly 
higher than the percentage of males. A majority of these cases 
were between the ages of 25 and 40. 

2. Apparently, there are no pathognomonic symptoms which 
are complained of by patients with aniseikonia or which seem to 
be relieved by wearing iseikonic correction. The most typical 
symptoms which seem to be relieved are asthenopia and headaches, 
especially when these symptoms are aggravated by reading. 

3. In this series of cases, there seems to be a tendency for the 
smaller image to be in the right eye and for the differences to be 
found more frequently in the horizontal than in the vertical 
meridian. 

4. Apparently, there was definite relief of symptoms in 68:7 
per cent. of the 160 patients who wore iseikonic lenses, and half 
of those who reported improvement of symptoms had ssgighs or 
nearly complete relief. - 

5. At present it is. impossible to determine whether the pte 
which is measured with the ophthalmo-eikonometer and corrected 
by iseikonic lenses is aniseikonia alone. 
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6. Much scientific research and many hundreds of clinical 
experiments with careful statistical analyses must be carried out 
before the exact place of aniseikonia in causing ocular symptoms 
can be conclusively evaluated. 

I am indebted to Mr. Harold M. Fisher for his invaluable 
assistance in preparing this paper. 
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ABSTRACTS 


I.—CORNEA 


(1) Magitot, A., Tilleé, H. and Dubois (Paris).—Keratitis of 
nasal origin. (Keratites d’origine nasale). Amn. d’Ocul., Vol. 
CLXXIII, p. 1, 1936. 

(1) Magitot and his collaborators claim a nasal origin for the 
phlyctenular kerato-conjunctivitis of children and for similar affec- 
tions of the adult; these comprise conjunctivitis associated with 
superficial punctate or subepithelial keratitis, phlyctenular or 
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better nodular kerato-conjunctivitis and follicular conjunctivitis 
followed by the formation of a pannus resembling trachoma. 
There are two arguments in favour of a nasal origin: the negative 
result of the bacteriological examination of the conjunctiva and 
the striking success of nasal treatment after the failure of all local 
and general therapeutic attempts. A nasal examination should 
always be made in a case of corneal affection. 

The inflammation does not travel up to the naso-lacrymal duct. 
The ocular disease is a reflex irritation conveyed by sympathetic 
and naso-ciliary fibres as soon as the nasal inflammation en- 
croaches on the region of the lower turbinate bone and of the 
middle meatus. However, these conceptions of ocular reflex 
irritation are abandoned to a great extent in the conclusions at the 
end of the paper. Here it is said that the phlyctenular disease is 
caused by the focal action of the nasal inflammation. The keratitis 
associated with follicular conjunctivitis is claimed to be due to the 
activity of the nasal focus as well as to nervous influences. Only 
the subepithelial keratitis is considered as a pure reflex irritation. 

The incriminated nasal affections include a simple or hyper- 
trophic catarrh, nasal polyps, deviation of the septum, adenoids 
and infected tonsils. : 

The favourite treatment of these conditions was the injection 
of quinine urea solution (5 per cent.) under the mucous membrane 
of the lower turbinate bone. In other cases 4 per cent. cocaine, 
3 per cent. ephedrine, silver nitrate or the introduction of yellow 
ointment, and boracic-menthol ointment brought on a miraculous 
cure. The operative treatment consisted in deep galvanic 
cauterisation of the mucous membrane, submucous resection of 
the septum, removal of nasal polyps, and adenoids and tonsils. 


HuMpuHREY NEAME. 


(2) Rankine, D. (Liverpool). Artificial silk keratitis. Brit. Med. 
Jl., July 4, 1936. 

(2) An outbreak of keratitis observed in 1,598 artificial silk 
workers over a period of two years is described by Rankine. The 
condition is essentially a superficial keratitis of transient duration, 
occurring in workers in the spinning room and acid house stages 
in the viscose process for the manufacture of artificial silk. 

The essential features of these stages in manufacture are des- 
cribed—the spinners exposed to a vibrating thread soaked in acid, 
and the workers around the tanks where water is evaporated from 
the acid bath used, are affected in roughly equal proportions. 
The cases occurred in much greater frequency towards the middle 
of each week, the suggestion being that a certain degree of 
exposure was necessary in susceptible workers. 
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A gaseous causative factor rather than acid droplet trauma was 
considered most probable, and when more efficient ventilation was 
provided, the outbreak was almost completely cut short. The 
suggestion is made of a possibility of the gaseous trauma sensitis- 
ing epithelium to such a degree in certain subjects as to make 
them susceptible to photo-chemical changes produced by normal 
daylight. A second outbreak occurred some years after an 
absence of cases, and this synchronised with a period when the 
acid emanations from the tanks were not being efficiently 
removed. In these emanations there exists thio-formaldehyde 
which has a peculiar odour which might be in part an explanation 
of the oral odour noticed in the keratitis cases. Further experi- 
ments upon the substance and its possible relation to keratitis 


are being carried out. 
R. C. DAvENporT. 


II.—LENS 


(1) Campbell, Dorothy R. (Coventry).—Recent observations on 
the biochemistry of the lens. brit. Med. Jl., December 5, 1936. 
(1) In this review of recent work in the search for the cause 
of cataract, Campbell points out that three main lines have been 
followed, namely :— 
1. The discovery of new methods of producing experimental 
cataract. 
2. The investigation of general metabolic changes which 
may be associated with cataract. 


3. The identification of new substances in the lens. 

In the first case carbohydrate metabolism has been investigated 
chiefly by experiments with diets of very high sugar content— 
thus approaching the clinical state in diabetes. Vitamin deficien- 
cies have been investigated, and in this direction the actual lens 
content of vitamin C has yielded interesting evidence. The 
author’s own work on the effect of naphthalene on .rabbit’s lenses 
has acquired a clinical interest by virtue of the changes in the 
lens which have been associated with the use of dinitrophenol 
which is employed in America in drugs used for slimming. 

Metabolic changes and the constituents of the lens have been 
closely investigated, and the conclusions of the review are that 
various of the factors considered are the likely ones in the causa- 
‘tion of cataract. 


R. C.- DAVENPORT. 
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(2) Moulton, E. C. (Ft. Smith, Ark.).—Anterior Lenticonus. //. 
Amer. Med. Assoc., p. 1809, November 28, 1936. 

(2) Moulton has described the twelfth reported case of anterior 
lenticonus and the third which has been examined with the slit- 
lamp. This was bilateral and the man had very poor vision. 
With the ophthalmoscope the usually described ‘‘ oil-drop ’’ in 
the centre of the pupil was noticed, and by the use of the loupe 
and focal illumination the anterior lenticonus could be detected. 
With the broad beam of the slit-lamp the cone was clearly seen 
but it was with the very narrow beam and full illumination that 
the details in optical section were so instructive. The results are 
quite parallel to the reports of Kienecker (Klin. Monatsbl. f. 
Augenheilk. 82, s. 55, 1929) and Feigenbaum (Folia Ophth. 
Orient. Vol. I, fasc. I, p. 108). 

In this case only two zones of discontinuity were involved, 
namely the anterior band of the lens and the anterior band of 
disjunction. There were no accessory bands. The two bands 
bent forward over the clear underlying contents of the conus with- 
out alteration in their parallelism or change of thickness in either 
zone. The zones defining the adult nucleus and the foetal nucleus 
were auite normal, as were all the posterior bands. On the apex 
of each cone and situated just béneath the intact anterior capsule 
were a few very minute and delicate brown granular opacities. 
Thus the three cases examined to date with the slit-lamp must be of 
the acquired form of anterior !enticonus, and in this one as in the 
other two, it is a question rather of lentiglobus than of lenticonus. 


A. F. 


III.—VITREOUS - 


(1) Sallmann, L. (Vienna).—Slit-lamp observations of the an- 
terior limiting membrane of the vitreous after intracapsular 
extraction of the lens. (Spaltlampenbeobachtungen an der 
vorderen Glaskorpergrenzhaut nach Enfernung der Linse in 
der Kapsel). Arch. f. Ophthal., Vol. CXXXV, p. 602. 

(1) Sallmann refers to the tendency of the vitreous to bulge 
forwards like a hernia into the anterior chamber after intra- 
capsular extraction of the lens, and states that the frequency with 
which it occurs in Lindner’s clinic roughly corresponds to that 
observed elsewhere. 

He then deals with slit-lamp observations of the vitreous in con- 
nection with detachment of the choroid which followed this opera- 
tion in a few cases. 
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It was found that while the choroidal detachment was at first 
marked the vitreous bulged forwards and as the former grew less 
the latter receded, the anterior limiting membrane of the vitreous 
being then situated behind the plane of the iris provided no pos- 
terior synchiae were present to prevent its recession. In later 
stages when the detachment of the choroid had completely sub- 
sided the vitreous hernia reappeared and persisted. 

As regards this indrawing of the vitreous three of his cases 
showed that it was not influenced by the size of the pupil. In one 
case the appearances indicated a temporary diminution in the 
volume of the vitreous, but it is suggested that this recession may 
also arise when the choroidal detachment subsides rapidly. The 
apparent absence of this change in the vitreous in other cases may 
be accounted for by the very slow disappearance of the detachment 
of the choroid. 

In one case where secondary glaucoma followed this operation 
it was possible by pressure and massage of the eyeball to induce 
changes in the position of the anterior surface of the vitreous 
according as the cyclodialysis which had been performed reduced. 
or ceased to relieve, the tension. This experiment afforded clinical 
proof that the action of this operation consists in providing a 
channel for the outflow of the aqueous into the suprachoroidal 
space. 


THOS. SNOWBALL. 


(2) Sallmann, L. (Vienna).—On the anatomy of posterior detach- 
ment of the vitreous. (Zur Anatomie der hinteren Glass- 
korperabhebung). Arch. f. Ophthal., Vol. CXXXV, p. 593. 

(2) Sallmann approached the study of the much debated 
question of posterior detachment of the vitreous by macroscopic 
inspection of freshly enucleated eyes combined with histological 
examination, as a more reliable method than the use of the 
ophthalmoscope and slit-lamp. 

In a series of twelve cases definite posterior vitreous detachment 
was found on immediate macroscopic examination in two cases of 
septic endophthalmitis; in another two (iridocyclitis, and acute 
hypotony with high myopia) it was diagnosed by comparison of 
the macroscopic appearances with the histological findings. 
Forty normal eyes taken from cadavera were similarly examined, 
and of these two showed detachment (in one of these the diagnosis 
was not definite). 

The contention of various authors that this condition does not 
occur is thus disproved by the method of macroscopic inspection. 

Considerable detachment of the vitreous can be produced by 
hardening fluids with the usual technique. There is then no sign 
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of a richly albuminous fluid between the retina and the vitreous. 
By fixation of the eyeball a true detachment of the vitreous 
becomes greater than it originally appeared. 

The use of Redslob’s pyridin solution for showing up the 
limiting membrane of the vitreous proved a suitable method for 
distinguishing between a fluid vitreous and vitreous detachment. 


THOos. SNOWBALL. 


(3) Redslob, E. and Reiss, P. (Strassburg).—The influence of 
the pH on the swelling of the vitreous body. Amn. d’Ocul., 
October, 1935. 

(3) Unanimity is not yet reached as to the nature of the vit- 
reous body. Redslob and Reiss claim that it is a gel, and they 
have been induced to perform new experiments by a paper of 
Goedbloed challenging this conception. In Goedbloed’s experi- 
ments, the vitreous body showed neither a reversible change of its 
state of swelling nor any elastic properties. The authors come 
to opposite conclusions. _ 

They put measured volumes of fresh ox vitreous into beakers 
filled with normal saline of different pH with an addition of 0-02 
per cent. calcium chloride. The*pH was controlled by indicators, 
After some hours the volume of the vitreous was taken again and 
proved to be increased on the acid as well as on the alkaline side 
of the neutral point. The specimens of vitreous were next put 
into normal saline. After some time their volumes decreased to 
less than the original. Examples are given in which the vitreous 
undergoes a decrease of its volume by exposure to a higher osmotic 
pressure. This loss of volume could be made partially reversible 
by putting the vitreous into normal saline. In a very acid solu- 
tion, decrease of the volume takes place, which is due to an 
accelerated liquefaction of the vitreous body. 


HuMmpuHrREY NEAME. 


IV.—MISCELLANEOUS 


(1) Mengel, Willard G. (Camden, New York).—Bilateral con- 
genital deficiency of abduction with retraction. (Duane 
syndrome). Arch. of Ophthal., June, 1935. 

(1) This is a condition which has been described by a variety 
of authors. The complete syndrome is characterised by; (1) 
deficiency of abduction, (2) partial deficiency of adduction, (3) 
retraction of the globe when the eye is adducted, (4) oblique move- 
ment when adduction is attempted, (5) narrrowing of the palpebral! 
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fissure during adduction and (6) deficiency of convergence. The 
condition is due to replacement of the external recti by fibrous 
cords, probably a congenital anomaly though sometimes attribu- 
table to birth injury when there is often a co-existing facial paraly- 
sis. Variations in the syndrome are accounted for by (1) the 
presence of a few muscle fibres in the cord-like external rectus, 
(2) an abnormal insertion of the internal rectus or (3) abnormal 
fibrosis and rigidity of the internal rectus. 

F. A. W-N. 


(2) Duc (Novara).—Visual symptoms in mescaline poisoning. 
(Sintomi visivi nell’intossicazione mescalinica). Boll. d’Ocul., 
July, 1936. 

(2) Peyotl, the plant from which mescal is derived, has been 
called the plant which gives wonderful visions; it is of common 
use among certain Mexican tribes and has been said to be the 
cause of marvellous hallucinations when producing intoxication. 
Mescaline is only one of the alkaloids contained in Peyotl, and 
according to the experiments of Duc. which form the basis of the 
present paper, it seems to be incapable of producing those agree- 
able visions which have been described by others: the author 
suggests that the effect described by the natives may be explained 
by the fact that they use the whole plant without modification. 

_ Contrary to what has been stated by others, the author did not 

note any alteration in the refraction of the eyes of the subjects 

whom he examined nor any alteration of the visual fields. The 
hallucinations were not marked nor particularly agreeable. On 
the other hand the symptoms of general poisoning, nausea, etc., 

- were more unpleasant than he had been led to expect. 


HAROLD GRIMSDALE. 


(3) Avalos, E. (Cuadalajara, Mexico).—My third observation on 
severe bilateral uveitis, accompanied by deafness, baldness 
and whitening of the hair. (Mi tercera observacion sobre un 
caso de uveitis bilateral grave, acompanada de sordera, 
calvicie y canicie). Rev. Cubana de Oto.-Neuro.-Oftal., Vol. V, 
p. 75, May-June, 1936. 

(3) Avalos describes a case of chronic bilateral uveitis in a 
woman, aged 27 years. There was complete occlusion of the pupil 
and tension was below normal. This condition had been slowly 
progressive for eleven years. As the condition progressed the 
patient had become deaf, her hair had become whitened and had 
fallen out. There are various theories for the origin of this con- 
dition, one being that the cause is ailergic due to the destruction 
of the ocular pigment, and another that the pathological destruc- 
tion of the uveal pigment causes the destruction of the pigment 
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of the labyrinth, but this is erroneous, as labyrinthine pigment 


occurs only in animals. 
A few other cases of this condition have been recorded, and in 


some, patches of white skin have been observed on the head and 
on the lids. 


E. E, Cass. 


(4) Pavia, J. L. and Galindez, V. F. (Buenos Aires).—Phlyctenular 
kerato-conjunctivitis in a case of general fibro-caseous tuber- 
culosis. (Flictena querato-conjuntival en una tuberculosis 
fibrocaseosa comun). Rev. Oto.-Neuro.-Oftal. de Sud. Amer., 
Vol. XI, p. 219, August, 1936. 

(4) Pavia and Galindez describe a case of a boy, aged 19 
years, who had repeated haemoptyses, and had had an artificial 
pneumothorax. After 24 years of treatment for this condition, 
he was better and gaining weight, when suddenly he developed 
a large phlycten at the limbus. Ciliary injection was very intense 
and spread some distance from the ulcer, so that the authors sus- 
pected some iritis. 

This phlycten occurred when the patient was gaining weight 
and recovering, and when a Mantoux test was performed it was 
only faintly positive. He had’several relapses of this local con- 
dition, and repeated Mantoux tests were performed ; unfortunately 
the skin reaction did not increase in intensity when the phlycten 
was present, as should have been the case if it were a manifestation 


of allergy. 
The authors regard this phlycten as evidence of a lowered local 


resistance. 
E. E. Cass. 


(5) Tome, J. M. and Bona (Havana).—The pathological changes 
_in the iris and pupil due to syphilis. (Patologia iridiana y 
pupilar de la sifilis). Rev. Cubana de Oto.-Neuro.-Oftal., Vol. V, 

p. 89, May-June, 1936. 

(5) Tome and Bona say that an early manifestation of syphilis 
which occurs in the early stages of the rash, is a transitory 
hyperaemia of the vessels of the iris, which may last days or onlv 
a few hours. 

Secondary syphilitic iritis which is seen with a general papular 
rash can be divided into two types. In the first there is a general 
oedema of the iris and in the second there are papules. The 
differential diagnosis of this condition is from tuberculous iritis. 

Another type of irido-cyclitis occurs during tertiary syphilis, 
and it closely resembles rheumatic iritis, it is often accompanied 
by a diffuse choroiditis, there is a danger of secondary glaucoma, 
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and anti-syphilitic treatment seems to have little effect. Gumma 
of the iris has.usually spread from the ciliary body. Gumma of 
the ciliary body is a very serious thing, and the whole globe can 
be transformed into a solid tumour which necroses as it grows, 
this, again, has to be differentiated from tuberculous iritis. 

Bilateral enlargement or diminution in the size of the pupil, 
in extreme cases only, are indicative of pathological change and in 
spite of the fact that inequality in size of the pupils is sometimes 
a sign of syphilis, it has to be differentiated from cases which occur 
in perfectly healthy individuals. 

Between the normal pupil and the Argyl! Robertson pupil there 
is a whole series of intermediate states in which the photo-motor 
reflex is more or less diminished. 

Occasionally, the Argyll Robertson pupil is confined to one eye, 
in this case the affected pupil is the smaller. The authors consider 
that the Argyll Robertson pupil in 90 per cent. of cases is due to 
syphilis. The cause is an inflammation of the sub-arachnoid 
spaces at the base of the brain. ‘ 

Total abolition of the pupillary reflex can occur, it is an abso- 
lutely distinct syndrome from that of Argyll Robertson; in these 
cases reaction to light disappears first, reaction to convergence 
disappears slowly ; there is a tendency in these cases for the pupils 
to be dilated, this is probably due to the syphilis actually affect- 
ing the nerves. 

E. E. Cass. 


(6) Nelson, Arthur A. (Minnesota).— Metastases of intra-cranial 

. tumours. Amer. Jl. of Cancer, September, 1936. 

(6) Nelson states that it is generally believed that intra- 
cranial tumours do not metastasize outside the cranial and spinal 
dura mater. Metastases within the dura are known to occur fre- 
quently with medulloblastomas and rarely with other malignant 
intra-cranial tumours. : 

The present paper concerns a male subject, 24 years of age, in 
whom metastases occurred in the vertebral bodies in a case 0 
medulloblastoma of the cerebellum. The history was a long one, 
as the patient first consulted a physician in 1931 with a history 
of nausea and vomiting which had been in evidence for a year. 
No evidence of serious illness was found at that time. The 
Wassermann reaction was negative and the diagnosis varied 
from gastric neurosis to migraine or epileptic equivalent. 

In March, 1932, the patient was admitted with severe headache 
and dimness of vision in the left eye. He then had a low degree 
of papilloedema, and brain tumour was suspected. 
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In May, 1932, a soft vascular tumour of the right cerebellar 
hemisphere was partially removed at Rochester, Minn. Post- 
operative radiation was given and the patient remained in good 
health for two years. In Sept., 1934, a further operation was per- 
formed and a large, soft, recurrence of the tumour removed. 

The patient’s last admission was in June, 1935, and he died on 
Aug. 19. Excellent illustrations of the discrete tumour nodules 
in the bodies of two vertebrae, as well as microphotographs of 
the primary focus and the secondary nodules are appended. The 
literature is reviewed and a bibliography of 48 items is supplied. 

At the time of autopsy it was not suspected that tumour forma- 
tions would be found in the vertebral bodies. The naked eye 
appearances of the column and foramina were quite normal, and 
it was only at a later date, on sawing through four of the lower 
thoracic vertebral bodies, which had been put on one side, that at 
least a dozen visible white nodules were found. 

The cerebellar tumour originally removed had been diagnosed 
as atypical medulloblastoma. At the second operation, at another 
hospital, the tumour was considered to be apparently a glioma. 
The tumour obtained at autopsy was diagnosed as medulloblas- 
toma. ‘‘ The tumour was undoubtedly a primary intra-cranial 
tumour, and, as far as the literature is concerned, unique in form- 
ing discrete bone metastases. The reason for this, we believe, is 
that such metastases have not been looked for ; the finding in this 
case was more or less accidental. We believe without question 
that the tumour is a medulloblastoma; in the remote event that 
it is some other type of intra-cranial tumour, the finding of bone 


metastases is of equal interest.’ 
R. R. J. 


BOOK NOTICES 


The Eye and its Diseases. By EIGHTy-TWo INTERNATIONAL 
AUTHORITIES. Edited by Conrad Berens, M.D., W. B. Saunders. © 
Price, 50s. nett. 1936. 

This book, of 1,254 pages, is the combined work of no less than 
eighty-two authors, the majority American, a dozen British, and 
a few German, Swiss and Dutch. It is a handsome volume and 
generously illustrated. 

The most popular large manuals during the past forty years or 
so have been those of de Schweinitz and Fuchs, both of which 
have run through many editions and in the process have grown 
in size, mainly by mere addition of information. This process 
cannot be carried on indefinitely and the book retain its value 
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unaltered. A time comes when ophthalmology has to be viewed 
from a new aspect in a comprehensive way. The introduction of 
the slit-lamp, for instance, has made it necessary to consider 
diseases of the cornea and lens from an entirely new point ‘of view. 

The volume under review, the work of so many authors, is not 
a system of ophthalmology such as was Norris and Oliver, or, in 
another branch, Allbutt’s System of Medicine; it is more in the 
manner of a manual and it seems to us that a manual can only 
be written by one or at most two authors. An author capable of 
such a task is rare, and Fuchs’ was a magnificant example, his text- 
book being perhaps the best of all text-books of a medical subject. 

When a subject is cut up among so many authors we find that 
some subjects receive an unusual amount of attention, whereas 
others are inadequately treated. Further, opinions in one article 
are contradicted in another, so that from the student’s point of 
view, there is an embarrassing confusion. Nevertheless, a great 
deal of success is shown in this book, and it will meet with a large 
circulation we feel sure. It is invidious to choose a certain article 
for comment, but perhaps we may be allowed to praise Mr. Graves’ 
article on ‘‘ Diseases of the Cornea.’’ It is excellently illustrated 
and is the first example we have met with in a general text-book 
in which disease of the cornea has been considered from the new 
standpoint of slit-lamp microscopy. 

Very excelient is chapter 50 on ‘‘ Movements of the Eyeball and 
their Anomalies ’’ the combined work of Messrs. C. D. Verrijp 
and Holden, and Miss Pugh. 

‘“ The Anatomy of the Orbit and Eye,’”’ by Professor Whitnall, 
is excellent, as we would expect from his previous publications 
onthe subject. There are good summarising chapters on Embry- 
ology by Ida Mann, Physiology by Jackson, Tuberculosis by 
Finnoff, and Medical Ophthalmology by Foster Moore. The 
chapter by Traquair on Perimetry is a very good epitome, and 
many other individual chapters can be selected for praise, but what 
we miss is that comprehensive view of the subject which cannot be 
provided in a manual by so many writers. 


Le Decollement de la Retine et Son Traitement. Par F. TERRIEN, 
PROFESSOR VEIL, M. A. DOLLFUs. Masson et Cie. Price, 
40 francs. 

There have been a large number of books published on detach- 
ment of the retina during the past two years, showing the attention 
given to the subject since Gonin published his epoch making dis- 
covery. Many modifications in treatment have been introduced 
whereby more and more cases can be offered a chance of improve- 
ment, and this book of Professor Terrien and Drs. Veil and Dollfus 
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gives an epitome of our knowledge of the subjects down to the 
present moment. The book is based on the experience gained 
at the Hétel Dieu, and the whole subject is treated in a com- 
prehensive way. After a clinical exposition there is a valuable 
epitome of the views held as to the aetiology and pathology of 
detachment. This, together with a study of the pathological 
anatomy of the condition, is frequently absent from text-books. 
A. shorter chapter on the historical aspect of the treatment is 
followed by one on the indications and contra-indications of opera- 
tion, and a description of the methods open to the operator for 
localising the tears upon which detachment depends. 

The chapter on operative technique is of the greatest value. 
Here the reader will find set out in detail the precise directions of 
each step of the operation together with a critical discussion upon 
the relative value of all the effective measures that have been 
suggested for the treatment of detached retina. Post-operative 
treatment is discussed, and there follows a discussion on the 
reasons of failure in treatment and relapse. The authors also 
discuss the percentage of results they have obtained with the 
various methods of treatment they have adopted. Gonin’s thermo- 
puncture gave them 49 per cent. of successes; supra-choroidal 
galvano-cauterisation 53 per cent.; the chemical method of Guist- 
Lindner 33 per cent.; perforating micro-coagulation 55 per cent., 
and surface diathermy with a pyrometric electrode plus perforating 
micro-coagulation 58 per cent., and they hope by this method to 
raise the percentage of successes to 70. There is an interesting 
description of the types of scars obtained and a useful collection 
of coloured plates. The last chapter is devoted to the question 
of prophylaxis, medical treatment, and medico-legal questions. 
So far as prophylaxis is concerned, in any one who has fundus 
changes due to infection, myopia, or of a senile form, he must 
avoid violent exercise as well as concussions due to motor-car 
riding. In those who have premonitory signs, flashes of light, 
and so on, subconjunctival injections are advised such as an 
aqueous solution of cyanide of mercury 1/2000. 

The importance of recognising a threat of a detachment in a 
predisposed person is insisted upon. The question of prophylactic 
operation is discussed in cases of tears of the retina, without 
detachment, and cvstoid degeneration of the retina. If the lesions 
are below, the authors suggest a course of subconjunctival injec- 
tions of cyanide of mercury with rest. Here the risk of detach- 
ment is not so great as when these lesions occur above. When 
above, great watchfulness is called for and any sign of extension 
calls for immediate operation. This book is of reasonable size and 
price, well illustrated and written in a most attractive style, and 
for its size the best book on the subject we have met. 
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Die Entwicklung der ableitenden Tranenwege beim Menschen. 
(The Development of the Lacrimal Passages in Man). By FRANZ 
FISCHER. Pp. 58, 38 text figures. Berlin: S. Karger. 1936. 
Price, 5.80 R.M. 

This extremely painstaking and careful piece of work on the 
development of the lacrimal passages in man has been carried out 
in accordance with the recognised methods of embryological 
_ research, namely examination of serial sections of various stages 

of human material and plastic reconstructions from them. The 
material appears to have been in good condition and well fixed 
and the stages considered range from 8 mm. to 80 mm., by which 
time the passages have assumed their adult arrangement. In the 
main the work confirms that of previous observers. Dr. Fischer, 
however, considers that the surface groove which is the earliest 
indication of the nasal duct does not appear at the junction of 
the maxillary process and the lateral nasal process, but actually 
on this latter, a separate groove, marking the limits of the max- 
illary process, being visible lateral to and below this. This can 
be seen at the 10 mm. stage and earlier, but disappears soon after 
this. The author, however, does not seem to be aware of Frazer’s 
work on the distinctions between visceral (maxillary) and paraxial 

(lateral nasal process) mesoderm in this region. It is now definitely 

accepted that the mesoderm of the maxillary process lies in direct 

contact with the paraxial mesoderm in this region, but is distin- 
guishable from it both by its texture and by the presence of a line 
of increased vascularity between the two. A groove marks the 
separation on the surface and a secondary depression occurs below 

this on the surface of the advancing maxillary process as a 

transient appearance in early stages. In Fig. 4 it is quite definitely 

to be seen that it is the groove of the future nasal duct which 
marks the limit of the maxillary mesoderm and not the secondary 
groove as described by Fischer. 

Further work is needed before the interpretation of this second 
furrow is assured. The later stages, namely, the sinking in of 
the epithelium, the temporary loss of connection with the site of 
the lower opening into the nose, the development of a triangular 
epithelial field from which come the sac and the two canaliculi 
agree in the main with the usual teaching in this country. The 
use of the expression ‘‘ sinking in ’’ (Einsenkung) to describe the 
deepening of the groove to form the duct, should perhaps be 
modified since it is open to question whether such sinkings in are 
not apparent only, being due rather to upgrowth of surrounding 
parts than to actual epithelial microphotographs and drawings of 
illustrated with excellent microphotographs and drawings of 
models and should form a valuable work of reference on the 
subject. 
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Annual Report of the Government Ophthalmic Hospital, Madras, 
1935. Price, 10 annas. 

The annual report of the Government Ophthalmic Hospital, 
Madras, follows the customary lines and contains a mass of 
statistics, together with some financial details. Section 4 shows 
the classes of diseases treated both in- and out-patients. Con- 
junctivitis accounts for a large amount and we note that during 
the year 157 cases of trachoma were treated as in-patients and 1,337 
as out-patients. The incidence of cataract is very heavy: 2,223 
cases of senile cataract were treated as in-patients and 3,124 as 
out-patients. The report also gives details of the training of 
medical students and post-graduate work. The surgical operations 
are set out in tabular form. 


CORRESPONDENCE 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


S1rs,—Mr. H. B. Stallard, in his article on “‘ Katholysis in the 
Treatment of Retinal Detachment” published in your issue of 
January, 1937, states that certain serious complications, viz., 
cyclitis, iritis, cataract and optic neuritis may follow the treatment 
of retinal detachment by surgical diathermy. This statement is not 
in accordance with my own experience, indeed, I have never 
encountered one of these complications in connection with any case 
which I have treated by this method. Also, with regard to the 
localization of the retinal hole in relation to the external surface of 
the sclera, I have found that this can be accurately done in most 
cases by means of diathermy. 


Yours faithfully, 


R. AFFLECK GREEVES. 
LONDON, : 
January 25, 1937. 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


S1rs,—I am interested in Mr. Greeves’ letter and his comments 
to the effect that he has never encountered cyclitis, iritis, cataract 
and optic neuritis after surgical diathermy in the treatment of 
retinal detachment. In the Brit. Jl. of Ophthal., Vol. XVII, p. 294, 
1933, I reported the histological appearances of an eye successfully 
treated for retinal detachment by surgical diathermy at St. Thomas’s 
Hospital. The patient died from pulmonary thrombosis 19 days 
after operation. The operated eye was treated with surface 
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diathermy in the upper temporal quadrant between the ora serrata 
and the equator. 

The specimen showed iridocyclitis, proliferation of the non- 
pigmented layer of the ciliary epithelium and many fibroblasts in 
the circumlental space. 

Arruga in his recent textbook, ‘‘ Detachment of the Retina,” in 
describing the complications after surgical diathermy makes the 
following statement. ‘‘ Another complication is the development of 
a cataract. This occurs in eyes severely traumatised by the treat- 
ment, but is rare with modern technique. When the lens opacity 
appears late (several months after operation), in patients of advanced 
age, it may be a senile cataract, developing prematurely as a result 
of the ocular disorders following the detachment of the retina or its 
treatment.” 

In the literature of retinal detachment other authors mention 
cyclitis, iritis, cataract and optic neuritis as complications. 

However, I have not seen optic neuritis as a complication in my 
own series of cases, but I have formed the impression that some 
cases which had been treated unsuccessfully by diathermy developed 
lens opacities and a mild iridocyclitis earlier than would have been 
the case in the ordinary course of events. It is of course well-known 
that these complications may be remote sequelae to retinal detach- 
ment but it seemed to me that possibly surgical diathermy had 
hastened their onset in some cases. 

I agree with Mr. Greeves that localization may be accurately done 
by means of surface diathermy, but I have found it on the whole 
less consistent and precise than katholysis. 


Yours faithfully, 
H. B. STALLARD. 


LONDON, 
January 26, 1937. 


“RETICULAR SUPERFICIAL VACUOLATION” 
OF THE CORNEA 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


S1RS,—May I ask if you can grant the space for the following 
comment :—Under the title ‘‘ Reticular Superficial Vacuolation ”’ I 
recently gave a brief description* of a definite clinical condition of 
the cornea, not, as far as I am aware, hitherto described. The 
necessary compression of space involved abbreviation which, as I 
now see, has led to an unsatisfactory presentation of the subject. 
Although, in describing this in a general text-book, I have classed it 


*‘* The Eye and its Diseases,’’ edited by Berens (Saunders & Co., 1936). 
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under “ Epithelial Degenerations,” at present I cannot affirm its 
level with certainty, for this reason ; the condition is visible only by 
retro-illumination and not by direct illumination (and therefore not 
in the optical section). By retro-illumination, it is on one uniform 
plane stereoscopically well deep to the surface of the epithelium (as 
located by any adventitious object such as a tear-bubble) to an 
extent that suggests a level at the surface of Bowman’s membrane; 
but until a case presents itself having a chance additional feature 
stereoscopically in the same plane by retro-illumination and also 
visible in the direct illumination of the optical section, it is not 
possible to determine clinically the exact level of this entity. When, 
and not before, some such chance has presented itself, I shall publish 
as full an account as I can of this interesting condition. I would like 
to add here that I used the word “ vacuolation” only provisionally, 
on the ground that the faint elements composing this feature have 
the refractile property of “ unreversed illumination” (see bottom of 
p. 447) ; but their visibility is less than that of the ordinary intra- 
epithelial vacuole—perhaps because their shape is different, or 
perhaps because the difference between their refractive index and 
that of the surrounding tissue is less —and it might prove eventually 
that their pathology is different from that of the common vacuole. 
I have clinical evidence suggestive of the condition being a neuro- 
pathic one. 

My object in asking if you will kindly insert this comment is that 
I desire to obviate misinterpretation resulting from tentative 
presentation within the short space permissible in a text-book. 


Yours truly, 
BASIL GRAVES. 


LONDON, 
January 15, 1937. 


OBITUARY 


A. HUGH THOMPSON 


WE much regret to announce the death of Dr. Arthur Hugh 
Thompson. He was born in Cardiff in 1859, and went up to 
Trinity College, Cambridge, with a scholarship. At this time he 
showed no particular interest towards the medical profession and 
he graduated in arts and spent some years in coaching and lecturing. 
On coming to London he worked at Toynbee Hall for some years, 
during which time his thoughts turned towards medicine. Thompson 
was a student at the London Hospital and took the M.R.C.S. in 1891. 
In the same year he took the M.B.Cantab. and later proceeded to 
the M.D. After a period of residence at “the London” he began 
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work at Moorfields in the clinic of Mr. William Lang, whose chief 
clinical assistant he became before he was elected to the staff 
of the Western Ophthalmic Hospital. 

Thompson joined the Ophthalmological Society of the United 
Kingdom in 1895 and served for a period on the council. He was 
also a Vice-President of the section of ophthalmology of the Royal 
Society of Medicine. His general training stood him in good stead 
when he was chosen sub-editor of the Ophthalmic Review in the 
late nineties. He worked assiduously with Mr. J. B. Lawford and 
together they steered the journal through a rather critical time. He 
kept up his interest in “the Review” until it was amalgamated 
with the others in our columns. 

Thompson was also responsible for the ophthalmic section of 
the Medical Annual for 12 years. Apart from routine editorial: 
writing he was the author of several useful papers, notably one on 
the late results of the operative treatment of high myopia. He was 
an excellent clinician, especially in medical cases. His interest in 
his hospital and his work there was untiring and the present 
position of the Western Ophthalmic Hospital is largely the result 
of his years of quiet unostentatious work. 

In appearance Hugh Thompson changed singularly little during 
the past 30 years. Concealing his height by a slight stoop and 
looking over the top of his reading glasses he always gave one the 
impression of being reserved and maintaining a detached outlook on 
life and people. When one got to know him one appreciated how 
much warmth of character underlay his apparent reticence. He 
would take endless pains to help any who genuinely approached 
him; and his knowledge of foreign languages coupled with a 
great command of his own, made his writings always of value. 
Much sympathy will be felt for his widow in her bereavement. 

CLARENCE KING 


The American Journal of Ophthalmology (January, 1937) gives 
an obituary notice of Dr. King who was tragically drowned at 
Bermuda on August 15, 1936. From it we make the following 
abstract. 

Clarence King was born in 1877 in Newport, Kentucky, and 
graduated from the Medical College of Ohio in 1901. He put in 
post-graduate work under Ernst Fuchs in Vienna and later in 
Berlin. He started practice in ophthalmology in Cincinnati, but 
went to India in 1912 to work under Col. Henry Smith. Dr. King 
served in France during the war as Major A.M.S., first at a Base 
Hospital and later as consulting ophthalmologist in the Allery Area, 
in Coblenz. 

He was surgeon at the Cincinnati General Hospital and Director 


of the ophthalmic clinic at the Children’s Hospital. After having 
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held the post of Assistant Professor of Ophthalmology at the 
Medical College, University of Cincinnati, for several years he 
succeeded the late Dr. Victor Ray, sen., as Professor. As Professor 
he reorganized the department under his care. Clarence King was 
not a prolific author, but all he wrote reached a very high level as 
his standard was of the highest. 


N OTES 


Dr. DERRICK T. VAIL has been elected 
Appointment Professor of Ophthalmology in the University 
of Cincinnati College of Medicine, in suc- 

cession to the late Dr. Clarence King. 

* * * * 
‘Vie Autsioan The American Journal of Ophthalmology has 
Journal of adopted several changes in format with the 
Ophthalmology = January, 1937, issue. The familiar yellow 
cover has been much improved by increased size of print and 
greater space between the lines and the black surrounding line has 
been discarded. 

The bulk has been increased by 24 pages and each month will in 
future be composed of 118 pages. The double column has been 
retained. Ten point type has also been retained but there is a 
considerable increase in space between the lines, except in the 
abstract section where “a maximum of material in a minimum 
of space is desirable.” 

The paper is of a better quality. Abstracts at the beginning of 
original communications have been omitted. 

The American Journal is to be congratulated on its new format 
which is a marked improvement on the old. The quality of the 
original papers is, as always, excellent. 


FUTURE ARRANGEMENTS 

1937 

March 5.—North of England Ophthalmological Society, at 
Liverpool. 

March 12.—Royal Society of Medicine; Section of Ophthalmology 
(Clinical Meeting). 

March 26-27.—Ophthalmological Society of Egypt, Annual Con- 
gress, at Giza Memorial Ophthalmic Laboratory. 

April 9.—North of England Ophthalmological Society, at Sheffield. 

April 16.—Midland Ophthalmological Society, at the Nottingham 
Eye Infirmary. 
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April 29, 30 and May 1.—The Annual Congress of the Ophthal- 
mologica) Society of the Unite) Kingdom to be held at. 
the Royal Society of Medicine, 1, Wimpole Street, 
London, W.). 

June 4.—Midland Ophthalmological Society, at Shrewsbury Eye 
Hospital. 

June 11—Royal Society of Medicine; Section of Ophthalmology 
(Annual). 

July 8-10.—Oxford Ophthalmological Congress, at Oxford. 

October 1-—Midland Ophthalmologica) Society, at the Eye Hospital, 
Birmingham (Annual Meeting). 

December 7.—Midland Ophthalmologica) Society, at Birmingham 

Eye Hospital (Middlemore Lecture). 


CONTEMPORARY OPHTHALMIC LITERATURE 


American Journal of Ophthalmology. January, 1937. 


WRIGHT. Lectures on cataract, ‘ 

HaGepoorN. Choroidal tears. 

Jackson. Importance of aniseikonia 

FeRREE and Ranp. A new visual-acuity and astigmatism test chart. 

Post. Comparison of suprarenin bitartrate and cocaine plus euphthalmine as 
mydriatics for elderly patients. 


Dimitry. The dust factor in the production of pterygium. 
FINE and BARKAN. Prevention of ocular complications in tryparsamide therapy. 


CorpvEs. Retrobulbar injections of atropine in arteriosclerotic atrophy. 
SELINGER. Retinal angiospasm in toxemia of pregnancy and hypertension. 


Annales d’Oculistique. December, 1936. 
BAILLIART. Some considerations on the clinical measurement of the intra-ocular 


tension. 
A case of striate choroiditis. 


VIANNA. 


December, 1936. 


Klinische Monatsblatter fur Augenheilkunde. 
HEINE. Cyclodialysis. 


MEESMANN. The treatment of rheumatic iritis with bee venom. 

KESTENBAUM, The development of miners’ nystagmus. 

HAEMMERLI. Cyclical corneal oedema. 

PASCHEFF. Symmetrical syphiloma of the orbit. ‘ 

NizeTIE. Necrosis of corneal transplantation material. 

Ocut. Twocases of a permanent unilateral corneal flap from the keratoplastic 
operation. 

AscHER. Longitudinal and transverse suture of the lacrymal canaliculus. 


Archivos de Oftalmologia de Buenos Aires. October, 1936. 


ARGANARAZ. Critical study on the medico-surgical treatment of dacryocystitis. 


PeyrRET. Retinal tonoscopy. 
FORTIN. Entoptic phenomena. 


Revista Cubana de Oto-Neuro-Oftalmiatria. July-August, 1936. 


YANES. Unilateral trachoma. 
YANES. A case of tuberculous uveitis cured with methylic antigen. 
YANES. Simultaneous operative intervention on both eyes. 


